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has  a lot  of  different 
^ il  symptoms,  but  only  a few 

I te  him.  Her  hot  flashes,  her 

:r..gu,  nf  tations — that’s  her 

oblem.  wnat  really  bothers  him  is 
ir  nervousness,  her  irritability  and 
tr  excessive  anxiety,  often  expressed 
^ endless  “book'shuffling,  chain- 
loking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
Ttigo,  palpitations  in  most 
enopausal  women.  Menrium 
ovides  the  well-known  antianxiety 
tion  of  chlordiazepoxide  (Librium®) 
ad  water-soluble  esterified  estrogens. 
. therefore  relieves  more  symptoms 
Ian  either  component  separately, 
takes  care  of  the  vasomotor 
mptoms  as  well  as  the  emotional 
mptoms.  This  means  the  symptoms 
lat  bother  his  wife  most.  And  the 
mptoms  that  irritate  him  most, 
i So,  to  help  them  both  get  through 
[r  menopause,  remember  Menrium. 
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Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton*  chlorthalidone  usp 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dvsfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended,  /li/nersc  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I,  svmptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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^ In  the  treatment  of 

L solar/actinic  keratoses- 

d 

iluorouraci] 

1)  An  alternative 

cream/solution  to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
:opical  alternative  to  cryosurgery,  electrodesiccation 
&nd  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations : First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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(fluorouracil) 

cream/solution 


^ An  antibiotic 
should  work  well 
^ V in  either  acid 
or  alkaline  urine. 
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It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HCl. 


BECLOMYCIN* 

DEMBTHYLCHLOKTErRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Ad  No.  82-6623 
Declomycin 
Lederle  Laboratories 
1 page  ad— back  cover 
Publication— 1968 
Prepared  by  Erwin  Wasey,  Inc. 
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Maalox-protected  aspirin 


Reduces  the  risk  of  gastric  distress  from  aspirin,  especially  when 
high  doses  are  used,  as  in  arthritis.  And  Ascriptin*  is  advertised 
only  to  you... not  to  your  patient. 


O 

RORER 

R 


WILLIAM  H.  RORER,  INC.  Fon  Washington,  Pa.  19034 


Carnation  Evaporated 
Milk.  Baby^s  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


CARNATION®  EVAPORATED  MItK,  CARNATION  COMPANY.  LOS  ANGELES.  CALIF  90036 
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PRESENTACION 


Es  un  honor  para  mí  el  encontrarme  hoy  ante  ustedes  con  el  propósito  que  me  trae  aquí  esta 
mañana  y di^o  honor,  pues  lo  es  para  mí  el  estar  presentando  a este  ilustre  conferenciante  de  la 
4ta.  Conferencia,  Ramón  M.  Suárez.  Ten^o  el  placer  de  ser  el  encargado  de  decir  las  palabras  in- 
troductorias a la  disertación  de  una  persona  por  la  que  siento  verdadera  admiración  y me  unen 
lazos  de  amistad.  Me  refiero  al  l)r.  Mario  Rubén  García  Palmieri  al  que  conocí  y fue  mi  jefe  du- 
ranle  mis  años  de  entrenamiento  y llegué  a (¡uererlo  como  un  hermano  y venerarle  como  a un  padre. 

Presentar  al  I)r.  Mario  Rubén  García  Palmieri  no  es  tarea  fácil,  pues  su  vida  irradia  tanta  y tanta 
actividad  y dinamismo  (pie  de  seguro  nos  quedaremos  cortos  de  tiempo  y espacio.  El  I)r.  García 
Palmieri  es  el  exponente  máximo  de  aquella  pléyade  de  jóvenes  galenos  de  la  década  del  1950,  que 
una  vez  se  propusieron,  con  su  haber  intelectual,  transformar  nuestra  medicina  dándole  un  cariz 
más  académico  y universal.  i\aci()  "G.  P.'\  como  cariñosamente  lo  conocemos  aquellos  que  nos 
hemos  formado  bajo  su  tutela,  en  Adjuntas,  en  el  2 de  agosto  de  1927.  Estudió  su  bachillerato  en 
la  Lfiiversidad  de  Puerto  Rico  obteniendo  "‘Magna  (him  Laude”  al  graduarse.  Hizo  sus  estudios 
de  medicina  en  la  Ihiiversidad  de  Maryland.  Internó  en  el  Hospital  de  Distrito  de  Eajardo  y su  re- 
sidencia en  Medicina  Interna  la  efectuó  en  los  Hospitales  de  Distrito  de  Rayamém  y el  de  Veteranos 
de  San  Patricio.  En  el  1951  empezó  su  especialización  en  (hirdiología,  como  becado  del  Instituto 
Nacional  del  ('orazón  en  la  Escuela  de  Medicina  de  Puerto  Rico.  Desde  esa  fecha  comienza  su  tra- 
bajo en  el  Departamento  de  Medicina  de  la  Escuefa  de  Medicina,  que  culminó  en  el  1961,  cuando 
es  nombrado  Profesor  y .Jefe  del  Departamento  de  Medicina  de  la  Escuela  de  Medicina  y el  Hospital 
I Universitario.  Siendo  la  persona  que  más  joven  haya  comenzado  a ocupar  esa  cátedra. 

I Posee  nuestro  conferenciante  certificación  de  la  Junta  Americana  de  Medicina  Interna  y de  la 
Junta  Americana  de  Enfermedades  Gardiovasculares.  Es  miembro  activo  del  Colegio  Americano 
de  Médicos,  del  Colegio  Americano  de  Cardiología,  miembro  del  Consejo  de  Cardiología  Clínica 
de  la  Asociación  Americana  del  Corazón  y del  Consejo  de  Epidemiología  de  esa  misma  Asociación. 
Es  fundador  y miembro  del  Consejo  Epidemiología  y Prevención  de  la  Sociedad  Internacional  de 
Cardiología.  Es  miembro  de  la  Asociación  Americana  para  la  Promoción  de  las  Ciencias,  de  la 
j Sociedad  de  Investigación  Clínica  del  Sur,  de  la  Asociación  de  Profesores  de  Medicina,  de  la  Federa- 
' ción  Americana  de  Investigación  Clínica,  de  la  .Sociedad  Americana  de  Medicina  Tropical  e Higiene, 
además  de  ser  de  la  Sociedad  Real  de  Salud. 

Eue  editor  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico,  desde  el  I960  hasta  el  1966.  Ac- 
tualmente es  asesor  de  la  Junta  Editora. 

El  Dr.  Mario  Rubén  García  Palmieri  ha  publicado  muchos  artículos  y monografías  de  temas  va- 
riados en  Medicina  Interna  y en  la  disciplina  que  es  su  interés;  la  Cardiología;  que  para  numerarlas 
necesitaríamos  días.  Ha  participado  en  numerosos  congresos  internacionales,  como  representante 
de  Puerto  Rico,  y su  voz  se  ha  dejado  oir  muchas  veces  representando  a nuestra  Isla  y,  en  particular, 
a nuestra  Escuela  de  Medicina  en  muchos  congresos  de  Cardiología  y Medicina  Interna,  efectuados 
j en  muchas  de  las  grandes  ciudades  de  la  Nación  Americana.  Es  Mario  Rubén  García  Palmieri  un 
trabajador  neto  con  una  capacidad  inmensa  para  crear  y lanzar  proyectos  y a pesar  de  sus  tareas 
I de  Profesor,  Investigador  y Organizador,  todavía  tiene  tiempo  para  escribir  libros  como  es  su  “Vec- 
tocardiografía  en  las  Enfermedades  Congénitas  Cardíacas”.  En  el  1966  asumió  la  responsabilidad 
de  Secretario  de  Salud  de  Puerto  Rico,  cargo  que  deja  para  asumir  por  segunda  vez  su  puesto  en  la 
Escuela  de  Medicina,  el  de  Profesor  y Jefe  del  Departamento  de  Medicina  y del  Hospital  Universi- 
tario. 

Desde  hace  varios  años  está  enfrascado  en  una  investigación  subvencionada  por  el  Gobierno 
Federal  sobre  la  Cardiopatía  Coronaria,  tema  en  el  cual  vamos  a oirlo  en  esta  mañana.  Este  proyecto 
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es  uno  de  los  más  pr()speros  en  esa  disciplina  en  la  Nación  Americana.  Por  las  manos  de  García 
Palmieri  han  pasado  casi  todos  los  internistas  jóvenes  de  Puerto  Rico  y no  dudamos  que  todos  han 
.sabido  adnürar  el  amor  que  este  hombre  posee  para  su  profesión  y la  capacidad  creadora  inmensa 
(pie  le  caracteriza  y que  no  lo  deja  estar  inactivo  intelectualmente  nunca.  En  su  aspecto  humano, 
es  Mario  Rubén  García  Palmieri,  uno  de  aquellas  personas  que  bajo  una  coraza  de  persona  hábil  y 
diestra,  esconde  un  corazón  grande,  pues  son  muchas  las  veces  que  le  hemos  visto  perdonar  lo 
imperdonable. 

Como  ustedes  ven,  presentar  a un  hombre  como  García  Palmieri  no  es  fácil,  pues  representa 
por  su  continuo  estudio  y afán  de  superación,  todo  lo  que  un  joven  aspira  a llegar.  Nadie  como 
él  tiene  esa  capacidad  de  sintetizar,  crear  y profundizar  frente  a un  caso,  un  problema  o un  pro- 
yecto. Caballeros,  ante  ustedes  este  distinguido  galeno,  el  maestro  de  ahora  y de  siempre,  el  Dr. 
Mario  Rubén  García  Palmieri,  4to.  invitado  a la  Conferencia  Anual  Ramón  M.  Suárez  y primer 
puertorriqueño  participante. 


Francisco  X.  Veray,MD 


LA  CAKDIOPATIA  CORONARIA  EN  PUERTO 
RICO:  ESTUDIO  SOBRE  FACTORES  RELA- 
CIONADOS CON  SU  DESARROLLO 


Mario  R.  García-Palmieri,  MI),  FACP,  FAÍiC 


ES  (lilícil  verltalizar  lo  lioiirado  (|ue  me  sieiilo  en  el 
(lía  (le  hoy  al  comparecer  a(|iií,  ante  ustedes,  con 
misi()n  de  disertar  la  Conlerencia  Ramón  M.  Snárez,  el 
acto,  rpie  como  ustedes  sahen,  es  el  de  mayor  trascen- 
dencia en  nuestra  convenciíni  anual.  La  distinción 
(|ue  me  han  conferido  es  ijrande  y la  tarea  es  difícil, 
si  al  descariñaría  recordamos,  (jue  los  conferenciantes 
(|ue  me  precedieron  fueron  los  más  recios  pilares  de  la 
medicina  y cpie  responden  a los  mjinhres  de  l’anl  Dudley 
\\  hite,  William  Castle  e Ifínacio  Chávez. 

Sin  emhariño,  la  presencia  del  l)r.  Ramon  M.  Suárez, 
a (piien  me  unen  estrechos  lazos  de  profunda  amistad, 
admiracicón,  respeto  y cariño,  alegra  nuestro  espíritu 
y sirve  de  apoyo  a nuestra  encomienda. 

El  intenso  y prolífico  haher  del  I)r.  Suárez  en  el 
sen  icio  al  enfermo,  en  la  investigación  científica  y en  la 
docencia  lo  han  convertido  en  la  figura  máxima  de  la 
medicina  puert()rri(pieña  y sus  53  años  de  ininterrum- 
pida lahor,  de  batallar  sin  descanso,  constituye  el  ejem- 
plo más  preclaro  y estiimdador  para  esta  y todas  las 
generaciones  imídicas  de  nuestra  Isla. 

Me  refiero  hoy  a la  (^ardiopatía  (ójronaria  en  FVierto 
Ric(v  y los  factores  relacionados  con  su  desarrollo,  tema 
(jue  ha  sido  sujeto  de  estudio  por  el  Dr.  Suárez,  a través 
de  los  añcvs.  La  causa  más  frecuente  de  muerte  en 
nuestro  país,  al  igual  (jue  en  los  llamados  países  más 
desarrollados,  es  las  enfermedades  del  corazí)!!  y de 
éstas,  la  más  común  es  la  eardiopatía  coronaria. 

En  el  medio  siglo  (jue  ha  precedido  ha  habido 
aportaciones  científicas  extraordinarias  relacionadas  con 
el  cuadro  clínico,  el  diaiñiióstico,  los  trastornos  hioló- 
gicos,  las  comjdicaciones  y la  terapia  de  la  eardiopatía 
coronaria.  A pesar  del  progreso  obtenido  en  estas 
áreas,  una  sana  crítica  nos  revela  (jue  hay  un  número 
de  aspectos  claves  que  aún  no  tienen  respuesta,  (jue 
existen  marcadas  interrogantes  en  cuanto  al  manejo 
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jireeoz  del  paciente  ya  víctima  de  la  enfeniK'dad. 
Más  inexjdorado  e im[)ortante  aun  es  (jue  no  hay 
ni  la  claridad,  ni  el  conocimiento,  libre  de  duda,  de 
los  factores  (jue  con  tribuyen  al  desarrollo  de  esta 
enfermedad  (jue  es  jiosihlemente  el  enemigo  más  grande 
de  la  humanidad,  si  olvidamos  la  existencia  de  la  hom- 
ha  atómica. 

El  valor  relativo  de  los  llamados  factores  de  riesg(j 
[)ara  (“I  desarrollo  de  la  enfermedad  c(jronaria  es  uno 
de  los  temas  de  j)olémica  en  los  círculos  cientific(js  y 
se  mantiene  todavía  borroso  y lleiuj  de  dudas  si  sabe- 
mos o no  (jué  hacer  para  evitar  .su  desarrollo.  Este 
tema  no  dilucidado  aún,  se  complica  cuando  nos 

preguntamos:  ¿.‘^abemos  con  certeza  la  etiología  de 

la  eardiopatía  coronaria?  ¿A  (jué  se  debe  el  sesgo 
trágico  (jue  toma  la  historia  al  volverse  cada  día  más 
numeroso  el  registro  de  infartos?  , ¿Por  (jué  la  con- 
frontación de  datos  demuestra  (jue  la  enfermedad 
es  más  frecuente  en  unos  países  (jue  en  otros?  ¿Es 
acaso  la  enfermedad  una  comjiañera  inescapable  de  la 
última  de  las  siete  edades  del  hombre  de  (jue  nos  habla 
Shakespeare?  Estas  y otras  cnesliones  imponderables 
nos  traen  a la  realidad  de  nuestra  (juerida  Isla  de  Puert(v 
Rico. 

El  estudio  de  las  estadísticas  vitales  revela  un  aumen- 
to en  la  mortalidad  por  eardiopatía  coronaria  en  las 
últimas  décadas  en  nuestro  ambiente. 

Las  tasas  de  mortalidad  en  Puerto  Rico,  a pe.sar  de 
este  aumento,  son  sustancialmente  más  bajas  (jue  las 
informadas  en  los  Estados  Unidos  en  grupos  de  edad 
correspondientes.  Uonscientes  de  la  posibilidad  de 
inexactitudes  al  cumplimentar  certificados  de  defun- 
ción, (jue  resultaran  en  tasas  más  bajas,  hicinuvs  un 
estudio  en  el  I9f)3  de  todas  las  muertes  ocurridas  en 
nn  jieríodü  de  seis  meses  en  el  área  metnvpolitana  de 
San  Juan  en  personas  de  20  a 64  años  de  edad. 

Este  estudio  confirmó  (jne  las  tasas  de  mortalidad 
eran  definitivamente  menores  que  las  informadas  en 
los  Estados  Unidos.  Al  53  jiorciento  de  los  muertos 
se  le  j)racticó  la  autopsia  lo  (jue  ayudo  a la  convali- 
dación de  las  tasas. 
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Kstiidios  (1<“  iU'(  ro[)sia  lle\ados  a calx)  por  (íaliiido 

V coau lores  liabiaii  dtaiiostrado  cpie  el  proceso  atero- 
inaloso  cii  las  coronarias  y la  aorta  del  piierlorricpieño 
era  menos  severo  «pie  el  encontrado  en  Nueva  Or- 
It'ans  (Fig.  1). 

Debido  a los  inlorines  de  diferencias  sociales,  eco- 
nómicas, ambientales  y posiblemente  físicas  entre  nues- 
tra población  urbana  y nir¿d,  en  1964  condujimos  un 
estudio  en  varones  de  45  a 64  años  de  edad  en  el  área 
niral  aislada  del  Barrio  Palmarito  en  (iorozal  y en  un 
área  de  tamaño  correspondiente  en  la  región  urbana  de 
Havamón.  Se  pudo  constatar,  entre  estos  grupos,  dife- 
rencias estadísticamente  significativas  en  la  tensión 
arterial,  el  peso,  el  colesterol  sérico  y los  hábitos  de 
fumar  y alimenticios. 

F.n  los  idtimos  25  a 30  años  Puerto  Rico  ha  experi- 
mentado una  transición  de  una  economía  agrícola  a una 
industrial.  En  vista  de  los  riesgos  de  aumento  de  la 
cardiopatía  coronaria  en  países  más  industrializados, 

V que  a pesar  de  nuestro  progreso,  todavía  mantene- 
mos tasas  de  mortalidad  relativamente  bajas  por  esta 
enfermedad,  creimos  conveniente  hacer  un  estudio 
epidemiológico  sobre  los  llamados  factores  de  riesgo 
con  la  esperanza  de  obtener  alguna  luz  sobre  este  par- 
ticular. La  identificación  de  antemano  de  dos  pobla- 
ciones con  características  diferentes,  la  rural  y la  ur- 
bana, propiciaba  el  explorar  las  posibles  influencias 
de  estos  factores  de  riesgo  en  el  desarrollo  de  la  en- 
fermedad en  estos  grupos. 

Se  decidió  que  la  muestra  consistiría  de  10,000 
varones  de  45  a 64  años  de  edad  asumiéndose  que 
eventualmente  se  generarían  suficientes  casos  de  car- 
diopatía coronaria  para  demostrar  diferencias  signifi- 
cativas en  los  factores  bajo  observación  entre  aquellos 
que  desarrollaran  la  enfennedad  y los  (jue  permane- 
cieran inmunes  a ella.  La  muestra  consistiría  de  dos 
hombres  urbanos  por  cada  uno  rural.  Beneficios  secun- 
darios del  estudio  incluirían  infonnación  sobre  prevalen- 
cia e incidencia  de  la  cardiopatía  coronaria  y otras  en- 
fennedades  tales  como  hipertensión,  la  diabetes,  etc. 

El  estudio  se  comenzó  en  mayo  de  1965  con  la  ayuda 
del  Instituto  Nacional  de  Cardiología  y se  llevó  a cabo 
en  áreas  urbanas  de  Bayamón,  Guaynabo  y Carolina  y 
las  rurales  de  Naranjito,  Corozal,  Barranquitas  y Co- 
merío  (Eig.  2). 

Previamente  se  había  hecho  un  censo  casa  por  casa 
en  dichas  áreas  y se  había  definido  con  claridad  áreas 
urbanas  si  estaban  localizadas  en  el  .4rea  Metropolitana 
de  San  Juan  y rurales  si  localizadas  en  el  interior 
montañoso. 
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Fig.  1:  Cambios  en  la  íntima  de  las  arterias  coronarias 
de  engrosamiento  y depósitos  grasos  en  Puerto  Rico  y en 
Nueva  Orleans. 


Fig.  2:  Comunidades  urbanas  y rurales  bajo  estudio  en 
la  Región  Noreste  de  Salud. 

De  12,167  varones  citados,  el  80.7  porciento  asistió 
al  examen  llegando  a examinarse  un  total  de  9814 
varones  para  diciembre  de  1968  (Tabla  1). 


TABLA  I:  NUMERO  DE  VARONES  CITADOS, 
LOS  EXAMINADOS  Y LA  RESPUESTA  A 
CITAS 


CITADOS 

EXAMINADOS 

7o 

URBANO 

8554 

6838 

79.9 

RURAL 

3613 

2976 

82.4 

TOTAL 

12,167 

9814 

80.7 

lio!.  Asoc.  Méd.  P.  l{ico 
Enero  1971 
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l)(‘  cada  lino  de  ellos  se  oliliivo  iMlormación  social 
como  la  educación,  ociijiacion,  lialiilos  di'  Inmar  y de 
aclividad  física;  liislorial  dietético;  historia  y examen 
físico;  determinación  di'  la  capacidad  vital  pulmonar; 
electrocardioirrama  de  doce  di'rivacioni's;  análisis  de 
orina  para  azúcar  v alhiimina;  liematocrilo;  serolofjía 
san<;;n ínea,  lactescencia  y transmisión  de  luz  del  suero; 
examen  de  sangre  para  glucosa  y del  suero  para  coles- 
terol  y trigliceridos  mas  la  eh'clrolonísis  de  las  lipo- 
proteínas.  l-os  detalles  de  la  informaciini  inclnve 
varios  cientos  de  renglones  qne  el  factor  liimipo  no  nos 
permite  ciihrir.  La  inlorniacion  se  olitnvo  en  formas 
precodifieadas  para  facilitar  su  análisis  por  medio  de 
computadoras. 

Los  diagnósticos  clínicos,  al  igual  ipiií  las  interpreta- 
eiones  electrocardiográficas,  se  hicieron  si¡íuiendo  cri- 
terios  específicos.  Diagmásticos  irrefutahies  por  dichos 
criterios  se  consideraron  definitivos  y los  altamente 
sugestivos  pero  no  diagnosticados  se  denominaron  po- 
sililes. 

Se  siguieron  normas  de  control  de  calidad  en  el  la- 
lioratorio  para  garantizar  resultados  reproducihies. 

La  presentación  subsiguiente  está  orientada  a traer 
ante  ustedes  las  diferencias  encontradas  entre  las  pobla- 
ciones rurales  y urlianas  de  Puerto  Rico  en  aipiellos 
parámetros  que  se  supone  estén  relacionados  al  de- 
sarrollo de  la  cardiopatía  isquémica. 

La  figura  3 demuestra  que  los  ingresos  económi- 
cos son  inferiores  en  el  área  rural  y más  marcados 
aún  en  los  hombres  del  gnipo  de  edad  de  .55  a 64 
años. 

El  índice  de  actividad  física  se  calculó  por  cate- 
gorías de  actividad  que  fluctuaba  desde  sedentaria 
hasta  pesada.  Se  observó  que  la  actividad  física  era 
significativamente  más  alta  en  la  población  rural  (Ta- 
bla II). 

Había  más  fumadores  entre  los  campesinos  aun- 
que la  intensidad  del  hábito  era  mayor  en  los  fuma- 
dores urbanos. 

Se  determinaron  los  pesos  relativos  dividiendo  el 
peso  observado  por  el  peso  ideal  para  la  estatura 
correspondiente  y se  expresó  en  por  ciento.  Usando 
este  criterio,  que  es  más  exacto  que  el  peso  actual, 
la  curva  de  distribución  demostró  que  la  población 
urbana  tiene  una  tendencia  considerablemente  mayor 
hacia  la  obesidad  (Figura  4). 

La  prueba  de  la  capacidad  vital  pulmonar  revelé) 
que  el  por  ciento  de  individuos  con  cifras  de  3.4  litros 
o más  fue  estadísticamente  mayor  en  el  área  rural 
(Figura  .5). 

Los  promedios  de  la  tensión  arterial,  sisté)lica  y 


% 


EDAD  ‘*5-5')  55-64 


400) 

I I 399-150 

K^-150 


Fi};.  3;  Ingreso  mensual  en  dólares  por  grupos  de  edad 
y áreas  de  residencia. 


TABLA  II:  VALORES  Y DESVIACIONES 
PROMEDIO  DEL  INDICE  DE  ACTIVIDAD 
FISICA  POR  GRUPOS  DE  EDAD  Y AREAS 
DE  RESIDENCIA 


EDAD 

RURAL 

URBANO 

PROMEDIO 

D.P. 

PROMEDIO 

D.P. 

p 

45-54 

38.8 

0.3 

31.4 

0.1 

< .01 

55-64 

37.5 

0.3 

31.2 

0.1 

< .01 

45-54  55-64 

% % 


Fig.  4:  Curvas  de  distribución  del  peso  relativo  en  la  po- 
blación urbana  y rural  por  grupos  de  edad. 


diast()liea,  y de  la  frecuencia  cardiaca  fueron  sig- 
nificativamente mayores  en  el  hombre  urbano  (labia 

III); 

F1  por  ciento  de  individuos  con  una  tensión  sistólica 
de  160  o más  y una  diastólica  de  95mm  Hg  o más  fue 
como  dos  veces  mayor  en  la  población  urbana  mien- 
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Iras  (jue  la  l)ra(licardia,  ocurrió  prcemiiienteinente  eii 
el  liomlire  rural  (Fiirura  6). 

Cos  criterios  de  lii[)ertensión  deíinitiva  se  basaron 
en  dos  lecturas  de  presión  sistólica  de  lóOmni  Hg  o más 
y/o  95inin  Hg  o más  en  la  diastólica.  Se  consideró 
como  hipertensión  posible  dos  lecturas  de  presión 
sistólica  de  I4ü-I59mm  Hg  y/o  90-94mm  Hg  en  la 
diastólica  mas  algunas  combinaciones  de  lecturas  defi- 
nitivas y posibles. 

Es  de  notarse  que  la  hipertensión  es  más  común 
en  el  área  urbana  en  forma  estadísticamente  significa- 
tiva en  ambos  gnipos  de  edad  (Figura  7). 

La  tabla  IV  ilustra  la  composición  de  la  dieta  por 
gnipos  de  edad  y área  de  residencia.  Debe  notarse  que 
los  resultados  son  similares  en  ambos  grupos  de  edad. 
Llama  la  atención  que  la  ingestión  total  de  calorías 
por  unidad  peso,  el  porciento  de  calorías  debido  a 
hidratos  de  carbono,  la  razón  de  hidratos  de  carbono 
complejos  a simples,  (el  C/S),  y la  ingestión  de  sal 
fue  mayor  en  el  área  rural.  La  ingestión  de  grasas 
saturadas,  el  por  ciento  de  calorías  debido  a grasas  y 
la  razón  de  ácidos  grasos  polinsaturados  a saturados, 
(el  P/S),  ñie  mayor  en  el  área  urbana. 

El  valor  promedio  de  glucosa  sanguínea  por  el 
método  de  Nelson-Somogyi  fue  significativamente  más 
alto  en  la  población  urbana  (Tabla  V).  De  acuerdo 


TABLA  III:  VALORES  Y DESVIACIONES 
PROMEDIO  DE  LAS  PRESIONES  SISTOLE 
CAS  Y DIASTOLICAS  Y DE  LA  FRECUEN 
CIA  CARDIACA  POR  GRUPOS  DE  EDAD  Y 
AREAS  DE  RESIDENCIA 


Fig.  5;  La  capacidad  vital  pulmonar  sobre  3.4  litros  en 
varones  urbanos  y rurales  por  grupos  de  edad. 

^2  KI'RAL 
l'KB.VNO 


Fig.  6:  Por  ciento  de  prevalencia  de  presión  sistólica  de 
lóOmm  Hg  o más,  presión  diastólica  de  95mm  Hg  o más  y 
frecuencia  cardiaca  menor  de  601  minuto  por  áreas  de  resi- 
dencia y grupos  de  edad. 


a los  criterios  establecidos  para  diabetes  definitiva 
encontramos  que  la  prevalencia  de  diabetes  definitiva 
es  dos  veces  mayor  en  el  hombre  urbano  que  en  el 
rural  (Eigiira  8). 

Los  valores  promedio  de  colesterol  por  el  método 
de  Huang  y los  glicéridos  por  el  método  de  Van 
Handle  y Zilversmidt  fueron  más  altos  en  el  hombre 
urbano  en  ambos  grupos  de  edad  (Tabla  V I). 

Es  llamativo  el  hecho  de  que  en  el  grupo  niral 
joven,  se  encontró  un  nivel  de  colesterol  normal  o 
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bajo  asociado  con  glicéridos  altos,  condición  tínica 
en  población  alguna  (jue  baya  llegado  a nuestro  co- 
nocimiento. 


Fig.  7;  Por  ciento  de  prevalencia  de  hipertensión  “definitiva” 
y “posible” por  áreas  de  residencia  y grupos  de  edad. 


TABLA  IV:  VALORES  PROMEDIO  DE  VA- 
RIABLES EN  LA  DIETA  POR  GRUPOS  DE 
EDAD  Y AREAS  DE  RESIDENCIA 


EDAD 

45 — 54 

55  - -64 

RURAL 

URBANO 

P 

RURAL 

URBANO 

P 

Nu'm.  DE  SUJETOS 

1231 

3423 

- 

1183 

2366 

- 

CALORIAS 

2460 

2499 

.19 

2234 

2272 

.19 

CAL  / Kg  PESO 

39 

35 

< 

.01 

37 

33 

< .01 

GRASA  SATURADA 

35 

38 

< 

.01 

31 

34 

< .01 

P/S 

0.33 

0.50 

< 

.01 

0.34 

0.49 

< .01 

%CAL  DE  GRASA 

33 

37 

< 

.01 

32 

36 

< .01 

% CAL  DE  CHO 

51 

45 

L 

.01 

52 

47 

< .01 

C/S 

3.5 

2.5 

,01 

3.3 

2.7 

t .01 

INDICE  DE  SAL 

32 

28 

< 

.01 

29 

26 

< .01 

TABLA  V:  VALORES  Y DESVIACIONES 
PROMEDIO  DE  LA  GLUCOSA  SANGUINEA 
POR  GRUPOS  DE  EDAD  Y AREAS  DE  RE- 
SIDENCIA 


EDAD 

RURAL 

URBANO 

PROMEDIO 

D.P. 

PROMEDIO 

D.P. 

45-54 

92.6 

0.7 

96.4 

0.5 

< .01 

55-64 

92.3 

0.6 

99.6 

0.8 

< .01 

TOTAL 

92.5 

0.5 

97.7 

0.4 

< .01 

7o 


Fig.  8:  Prevalencia  de  diabetes  “definitiva”  en  varones 
urbanos  y rurales  por  grupos  de  edad. 

TABLA  VI:  VALORES  Y DESVIACIONES 
PROMEDIO  DEL  COLESTEROL  SERICO  Y 
LOS  GLICERIDOS  SERICOS  EN  AYUNAS 
EN  VARONES  URBANOS  Y RURALES  POR 
GRUPOS  DE  EDAD 


EDAD 

RURAL 

URBANO 

P 

PROMEDIO 

D.P. 

PROMEDIO  j D.P. 

COLESTEROL 

45-54 

195 

1.1 

207 

0.7 

< .01 

55-64 

196 

1.1 

202 

0,9 

< .01 

TOTAL 

196 

0.8 

205 

0.6 

< .01 

GLICERIDOS  - EN  AYUNAS 

45-54 

127 

3.5 

171 

3.3 

< .01 

55-64 

130 

3.0 

147 

2.7 

< .01 

TOTAL 

129 

2.0 

161 

2.2 

< .01 

El  porciento  de  valores  del  colesterol  de  175  mg  por 
ciento  o menos  abundó  en  el  hombre  rural  mientras 
que  los  valores  de  250  mg  o más  son  más  frecuentes 
en  la  población  urbana.  La  situación  es  parecida 
a los  valores  altos  y bajos  de  glicéridos  si  usamos 
100  y 160  mg  como  puntos  de  separación.  (1  ig.  9). 

Debido  a la  correlación  de  las  anormalidades  de 
lípidos  con  el  desarrollo  de  la  aterosclero.sis  Frederick- 
son  ba  encontrado  que  el  estudio  simultámío  del  coles- 
terol, los  triglicéridos  y las  lipoproteinas  permite  la 
clasificación  de  las  biperlipoproteinemias  en  cinco  tipos 
que  sirven  como  un  marco  di'  rciiTcncia  válido  para 
la  categorizaciém  de  éstas.  Hemos  tdecluado  la  electro- 
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ror<‘si>  (Ic  las  lipoprolciiias  rii  más  dc  (),()()()  varones. 
I'l  análisis  de  lodos  estos  casos  no  está  disponible 
aun.  (icro  los  liallazi;os  en  los  primeros  1,30.)  casos 
rcxcla  ipic  el  tipo  l\  es  más  írecnenle  en  ambas  po- 
blaciones. La  cxpcricniia  es  similar  a la  de  otros 
estudios,  \a  ipic  este  tipo  es  el  mas  conuin  de  las  bi- 
pcrlipoprotcincmias  lamiliares.  Anmjue  las  interre- 
lacioncs  del  metabolismo  de  las  crasas  y los  hidratos 
de  carbono  todax  ía  [icrmanece  sin  esclarecer  en  su  to- 
talidad. sabemos  que  el  paciente  con  diabetes  y con 
bipcr<¡:liccridcmia  puede  caracterizarse  y la  terapia  in- 
dicada instituirse. 

Hasta  el  momento  hemos  demostrado  ipie  nuestros 
varonej-  urbanos  \ rurales  son  diferentes  en  una  serie 
de  variables  como  el  inj^reso  mensual,  la  actividad  li- 
.sica.  el  hábito  e intensidad  de  fumar,  el  peso,  la 
l apacidad  \ital,  la  tensión  arterial,  la  bradicardia,  la 
prcvaicncia  de  la  bi|)crteusión  \ la  diabetes,  y en  el 
nixcl  de  colestcrol  \ de  Iriiíliceridos  séricos,  l'.l  bema- 
locrito.  sin  cmbarjfo.  es  idéntico  en  ambas  [)oblaciones 
( I idda  \ 1 1 ). 

Ll  bccbo  de  (pie  los  niveles  del  hematocrito  sean 
idénticos  cu  ambos  ^riqios  polilacionales  parece  restarle 
importancia  a este  factor  como  explicación  [lan  ial  de 
la  diferencia  cu  prcvaicncia  de  la  cardiopatía  coronaria 
en  estos  jinqios.  Sin  embarfío.  se  sabe,  por  los  estudios 
epidemiobá^ncos  Ib'vados  a cabo  en  comunidades  rurales 
aisladas  por  distintos  in\  esligadores.  (pie  los  niños  en 
estas  áreas  sf  padecen  de  anemia.  Cabe  pues  la  posi- 
bilidad de  (pie  este  factor  ejerza  su  efecto  protector  a 

% 

40-1 


.\II-:.NO.S  DE  175  250  mu  O MAS 

COLESTEROI 


URBANO 

I' i»,  ñ;  l’or  t irulo  (Ir  ¡trrvtilriirUi  tlr  valores  bajos  y altos 
(Ir  roirsirrol  y /'lit  rridos  ¡lor  árras  dr  residencia. 


TABLA  VII:  COMPARACION  DE  VARIABLES 
POR  AREAS  DE  RESIDENCIA 


INGRESO  MENSUAL 
ACTIVIDAD  FISICA 
HABITO  DE  FUMAR 
INTENSIDAD  DE  FUMAR 
PESO  RELATIVO 
CAPACIDAD  VITAL 
TENSION  ARTERIAL 
BRADICARDIA 
HIPERTENSION 
DIABETES 
HEMATOCRITO 
COLECTE  ROL  SERICO 
GLICERIDOS  SERICOS 


RURAL  URBANO 

i 

t 


t 


TABLA  VIII:  COMPARACION  DE  VARIA 
BLES  EN  LA  DIETA  POR  AREAS  DE  RESI 
DENCIA 


CALORIAS  TOTALES 
CAL./  KG.  DE  PESO 
GRASA  SATURADA 
RAZON  P/S 
CAL.  DE  GRASAS 
CAL. DE  CHO 
RAZON  C/S 
INDICE  DE  SAL 


RURAL  URBANO 

t 

t 

t 

t 

t 

t 


temprana  edad,  explicando  en  parte  la  prevalencia 
más  baja  de  la  enfermedad  en  el  area  rural. 

Hemos  notado,  además,  diferencia  en  la  ingestión 
de  calorías  por  kilo  de  peso,  en  la  grasa  saturada,  en 
el  indic('  F/S,  en  las  calorías  |)or  grasas,  las  calorías 
por  hidratos  de  carbono,  la  razón  C/S  y el  índice  de 
sal,  au tupie  la  ingestión  de  calorías  totales  es  similar 
en  ambos  grupos  (Tabla  VIH). 

Al  comparar  estas  poblaciones  con  características 
socioeconómicas,  nutricionales,  médicas  y bioquímicas 
diferentes  (pie  se  alega  influencian  el  desarrollo  de  la 
cardiopatía  coronaria,  llama  la  atención  ipie  la  pre- 
valencia de  cardiofiatía  coronaria  t's  significativamente 
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inferior  eii  el  hotnltre  rural  tiiás  ¡oven  enando  usamos 
el  crilerio  más  rifíiiroso  (¡ikí  es  el  elííelroeardiojframa 
y (jiie  no  hay  dilereneia  esladíslieamenle  sifftiifiealivas 
en  los  otros  lampos  (Figura  10). 

Años  atrás  a hase  de  .su  experiencia  (díniea,  el  Dr. 
Suárez  decía  y citamos:  “Nuestra  experiencia  en 
Puerto  Kieo  parece  confirmar  el  hecho  de  cpie  la  en- 
fermedad de  las  coronarias  .se  ve  predominantemente 
en  las  clases  .soeioeeonómicas  superiores  y raras  veces 
en  los  grupos  pobres  o de  ingresos  bajos”. 

Si  com{)aramos  nuestros  hallazgos  con  los  de  Fra- 
mingham donde  .se  usa  una  metodología  similar  a la 
nuestra,  llama  la  atención  que  nuestro  coleslerol  es 
definitivamente  más  bajo,  y (jue  la  prevalencia  de  la 
hipertensión  sislólica  en  el  puertorriipieño  urbano  es 
idéntica  a la  del  residente  de  Framingbam.  Nos  des- 
corazona que  los  niveles  elevados  de  glucemia  son  más 
frecuentes  en  nuestra  población  urbana,  pero  nos  alienta 
que  la  prevalencia  de  la  cardiopatía  coronaria  es  menor 
en  nuestra  Isla. 

La  Tabla  IX  demuestra  la  prevalencia  del  infarto  del 
miocardio  y todas  las  manifestaciones  de  la  coronario- 
patía  en  el  “National  Health  Survey”  de  los  Estados 
Unidos  y la  nuestra.  Los  criterios  son  conq)arables. 
La  prevalencia  de  la  cardiopatía  coronaria  en  Puerto 
Rico  es  sustancialmente  menor  que  la  de  los  Estados 
Unidos. 


lASA 
HOI{  1000 


Fig.  10:  Prevalencia  de  infarto  del  miocardio  definitivo 
por  áreas  de  residencia  y grupos  de  edad. 
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TABLA  IX:  TASAS  DE  PREVALENCIA*I)E 
CARDIOPATIA  CORONARIA  EN  LOS  VARO- 
NES DEL  PROGRAMA  DE  SALUD  DEL  CO- 
RAZON Y LOS  DEL  “NATIONAL  HEALTH 
SURVEY”  DE  LOS  ESTADOS  UNIDOS  POR 
GRUPOS  DE  EDAD 


E.U.(NHS)  1960-62 

PSe  1965-68 

INFARTO  DEFINITIVO 

45-54 

19 

5 

55-64 

43 

8 

TODOS 

4'-  34 

69 

53 

55-64 

141 

81 

If  por  1,000 


Observaciones  Generales 

El  hallazgo  de  un  hombre  rural  con  ingreso  mensual 
menor  que  el  urbano  se  explica  por  sus  niveles  más 
bajos  de  educación  y .su  dependencia  de  una  economía 
agrícola.  Su  actividad  física  mayor  se  debe  a su  tipo 
de  trabajo  y a que  vive  en  áreas  montañosas  con  avenidas 
de  comunicación  pobres  lo  que  le  obliga  a caminar 
todos  los  días.  Su  hálnto  de  fumar  es  mayor  pero  la 
intensidad  menor  puede  ser  un  reflejo  de  .su  limitación 
económica.  El  peso  relativo  inferior  al  igual  que  la 
bradicardia  encontrada  en  el  hombre  rural  puede,  por 
lo  menos  en  parte,  deberse  a su  mayor  actividad  física. 

La  ingestión  de  calorías  es  similar  en  el  hombre  rural 
y el  urbano,  aunque  la  ingestión  de  calorías  por  kilo- 
gramo de  peso  predomina  en  el  campesino.  Esto  es 
de  esperarse  en  una  población  de  peso  relativo  menor 
y de  más  actividad  física. 

Llama  la  atención  que  el  colesterol  promedio  en 
grupos  de  edad  correspondientes  es  menor  en  Puerto 
Rico,  al  informado  en  países  más  industrializados 
como  lo  son  Estados  Unidos  y en  áreas  subdesarrolla- 
das del  Hawaii.  La  causa  de  este  hallazgo  pennanece 
sin  explicación.  Una  submuestra  de  las  personas 
no  enfermas  de  nuestra  población  con  niveles  bajos 
de  colesterol  demostró  mala  absorción  en  la  prueba 
de  xilosa,  en  la  absorción  de  grasas,  en  la  biopsia 
intestinal  y otros  examenes  levantando  la  interrogante 
de  qué  proporción  de  nuestra  población  pueda  tener 
mala  absorción  a niveles  subclínicos  y un  colesterol 
bajo  como  consecuencia  de  ésto. 
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KI  análisis  estadístico  detmiestra  (jiie  el  50  por- 
eieiilo  (le  los  eainltios  del  eolesterol  y los  irlieeridos 
entre  la  poldaeion  rural  y nrltana  en  Puerto  Kico  se 
pueden  explicar  a base  de  diierencias  en  los  niveles 
de  íjluceinia,  del  peso  relativo  y de  la  actividad  tísica. 
Kste  hallazgo  es  estimulador,  ya  (|ue  se  entretiene  en 
nuestra  iiKMite  la  posibilidad  de  (jue  la  disminución 
del  peso  y el  aumento  de  la  actividad  física  pueda 
alterar  tavorablemente  los  niveles  de  eolesterol  y de 
tjlicéridos  séricos. 

I.a  prevalencia  más  alta  de  hipertensión  y de  dia- 
betes en  el  área  urbana  nos  preocupa,  ya  (|ue  estas 
enterinetlades  son  precursoras  de  la  cardiopatía  coro- 
naria. 

Es  llamativo  (pie  la  mayor  prevaiencia  de  la  cardio- 
patía coronaria,  diabetes  e hipertensión  es  en  el  hom- 
bre urbano,  lo  (jue  nos  trae  la  interrogante,  ¿l^)ué 
está  ocurriendo  en  nuestras  poblaciones  urbanas  en 
lo  (jue  concierne  a .su  patrón  de  vida,  hábitos  alimen- 
ticios y tensiones  jisiccjlógicas? 

La  informacic’m  presentada  incluye  datos  de  pre- 
valencia, es  decir  lo  (jue  se  encontró  en  la  muestra 
examinada.  De  niás  importancia  aim,  para  establecer 
la  influencia  relativa  de  cada  una  de  las  características 
obser\adas  en  el  de.sarrollo  de  cardiopatía  coronaria 
es  seguir  a largo  ¡dazo  la  jioblacion  normal  estudiad^ 
y cuando  un  numero  considerable  de  individuos  desar- 
rolle la  enfermedad  comjiarar  sus  características  indivi- 
duales c(jn  la  de  aijuellos  (jue  siguieron  inmunes  a la 
misma.  Mantememos  la  observación  continua  de  estas 
jioblaciones  mediante  un  segumhj  examen  (ya  hemos 
examinado  7,500  varones  por  segunda  vez),  mediante 
la  vigilancia  sistemática  de  las  hospitalizaciones  y de  los 
certificados  de  defunción  jiara  identificar  (juién  ha 
desarrollado  o ha  muerto  de  la  enfermedad. 

A base  de  los  enfermos  identificados  en  (d  segundo 

examen,  las  h(jspitalizaci(jnes,  los  registros  demográficos 
y las  autopsias,  hemos  hecho  unas  tasas  anticij)a(las  pre- 
liminares de  incidencia  de  la  enfermedad  y estas  sugieren 
cifras  similares  a las  de  Framingham.  .Se  mantiene  la 
diferencia  significativa  entre  la  [(oldacion  urbana  y 
niral  con  un  rie.sgo  más  alto  en  la  [>rimera.  El  valor 
relativo  de  las  características  estudiadas  j)ara  causar 
esta  diferencia  no  lo  jnxlremos  tener  hasta  los  j)roximos 
años  cuando  el  numero  de  (mfermos  sea  lo  .suficiente- 
mente numeroso  para  comj)ararl()s  con  la  población 
normal. 

El  estudio  de  la  ejddemiologia  de  la  car(lioj)atía 
coronaria  nos  ofrece  avenidas  de  j)revención  antes 
de  que  un  tactor  etiobágico  e.sencial  sea  finalmente 
identificado.  Hasta  este  momento  no  se  ha  identi- 


ficado un  factor  etiologico  esj)ecífico  como  causal  al 
de  la  cardioj)atía  coronaria,  per(J  se  han  podido  re-  H 
conocer  facton's  relacionados  con  un  aumento  en 
susceptibilidad  a la  enfermedad. 

La  enfermedad  coronal  ia  característicamente  ataca 
.sin  aviso,  y muy  frecuentemente  su  primer  síntoma 
ri'sulta  ser  el  ultimo,  ya  (jue  alrededcjr  del  20  porciento 
de  los  infartos  se  jiresentan  conuj  muerte  súbita.  La  H 
cardiojiatía  coronaria  es  un  jiroceso  insidioso  que 
ajiaren  temen  te  c(jmienza  rájiidamente  desjiués  del  naci- 
miento hasta  el  extremo  (jue  a la  edad  de  20  años  es 
conuin  el  envolvimiento  franco  de  las  coronarias.  Co- 
nuj  debe  de  haJier  una  redmadón  significativa  del  lumen 
de  las  coronarias  jiara  interferir  con  el  flujo  sanguíneo 
y causar  la  tromb(.)sis,  la  manifestación  de  la  enfermedad 
es  rara  antes  de  los  40  años  de  edad.  La  incidencia  de 
las  manifestaci(jnes  clínicas  de  la  enfermedad  aumenta 
con  la  edad  igual  (jue  aumenta  la  severidad  de  la  ateros- 
clerosis.  Hay  muy  jioca  duda  (jue  cada  uno  de  los 
lipidíjs  ésten  definitivamente  relacionados  j)r(jspectiva- 
mente  con  la  incidencia  subsiguiente  de  la  cardiopatía 
coronal  ia.  La  elevaciéin  de  la  jiresiím  arterial  ya  sea 
sistí)lica  o diastolica,  constituye  un  factor  de  riesgo 
aumentado.  La  obesidad  es  un  factor  (jue  nos  provecí 
un  índice  de  hábitos  inadecuadíjs  de  vida  y está  fre-  ■ 
cuentemente  acompañada  de  alteraciones  en  el  meta-  ' 
bolismo  de  los  lípidos,  los  hidratos  de  carbono  y por  la  - 
hijiertensión.  i 

Hay  suficiente  informaciíni  in(lir(“cta  para  sugerir  < 
(jue  los  hábitos  nutrici(inales  juegan  un  jiajiel  prominen-  ' 
te  en  la  cansa  de  niveles  altos  de  lípidos  sanguíneos. 
en  las  s(x  ie(la(les  afluentes.  El  azúcar  refinada,  la  | 
gra.sa  .saturada  y el  eolesterol  en  la  dieta  aparentan 
elevar  los  líjiidos  sanguíneos. 

Se  alega  (jue  la  tensión  emocional  (jue  nos  pnwoca  • 
la  vida  moderna  y las  demandas  de  la  (uvilizaciíMi,  juega 
un  papel  importante  en  el  de.sarrollo  de  la  cardiopatía 

c()r(jnaria  en  los  países  desarrollathís.  .Aunque  la  evi- 
dencia que  sostiene  esta  teoría  es  provocadora,  toda- 
vía es  incierta  y los  jiroblemas  de  metodobjgía  para 
medir  la  tension  emocional  han  obstaculizado  el  pro- 
fundizar en  est('  a.sjiecto  del  problema. 

Mientras  tanto  comjiartimos  la  opiniéni  de  Irving 
Page  y lo  citamos;  ‘A  a debe  ser  lo  suficient(>mente 
claro  (jue  no  hay  un  solo  mecanismo  (jik'  cause  la 
atero.sclerosis”.  “La  insistencia  sin  C(jntrol  de  buscar 
un  solo  mecanismo  jiara  explicar  la  atero.sclerosis  ha 

sido  detrimental  a su  entendimiento jx'ro  siemjire 

turnios  sufrido  de  miojiía  severa  cuando  nos  confronta- 
mos con  una  enferiiK'dad  tan  disimiinada  (jue  la  mavoría 
de  nosotros  la  tenemos”.  . 
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Nos  s<uiliinos  esperanzados  en  <|ne  el  (‘slndio  (pie 
llevamos  a eaho  [iiieda  a la  larf^a  dar  más  luz  sobre  esle 
[iroblema  (pie  basta  este  momento  parece  ser  una  en- 
fermedad m 11 1 ti  fae  torial . 

No  se  escapa  a una  audiencia  como  (‘sta  (jiie  be 
I evitado  liacer  aseveraciones  específicas  sobre  cuáles 
factores  y en  (pi(;  íornia  causan  la  cardiopatía  coro- 
naria. I.a  evasiva  es  intencional,  ya  (|ue  nuestro  es- 
tudio, a pesar  de  una  ardua  labor  de  más  de  años 
está  en  sus  comienzos  y no  nos  [»(‘rmite  establecer 
la  relación  de  causa  y efecto. 

El  rigor  científico  de  esta  relaciím  no  está  a nues- 
™ tro  alcance.  l^a  variedad  de  factores  ndacionados 
, hace  su  análisis  difícil.  Eos  estudios  epidemiológicos 
^ son  reveladores  después  de  un  seguimiento  riguroso 
I por  muchos  años.  Nos  ipieda  el  aliento  de  continuar 
' la  tarea  (jue  hemos  comenzado  con  la  esperanza  de  a la 
larga  servirle  mejor  a Puerto  Rico.  Mientras  tanto 
I seguiremos  la  pauta  del  Maestro  (íbavez  “aumentar  la 
. cautela  para  no  confundir  un  hecho  posible  con  uno 
^ probable  y menos  aún  con  uno  probado.” 

Para  terminar  y especialmente  para  aipiellos  miem- 
' bros  de  la  audiencia  deseosos  de  profundizar  en  el  tema 
í les  presento  el  esbozo  del  hombre  menos  propenso  a 
! sufrir  la  cardiopatía  coronaria  según  descrito  por  el 
I!,  Dr.  Gordon  B.  Myers  de  Boston,  a saber: 

i!  “Un  hombre  más  bien  afeminado  con  falta  de  vi- 
veza  física  y mental,  y sin  ambiciones  ni  espíritu 
|i  de  superación.  Un  hombre  inapetente  que  se  man- 
'I,  tiene  con  frutas  y vegetales  aliñados  con  aceite  de 
maíz. 

I ) 

1 Que  detesta  el  tabaco,  la  televisión  y el  automóvil. 

1 

1 De  abundante  cabellera  y de  constitución  asténica, 

f •' 


(’onferonria  Anual  "Dr.  Ramón  M.  Siiároz”  I ÍJ 


pero  haciendo  constantemente  ejercicio  muscular. 

Gon  bajos  valores  de  presión  sanguínea,  glucemia, 
ácido  úrico  y eolesterol. 

Y que  (l(‘sd('  su  castracicni  prolilactica  ha  estado 
tomando  ácido  nicotínieo,  piridoxina  \ anli- 
coagulantes.” 

NOTA: 

El  estudio  científico  aquí  presentado  fue  subven- 
cionado por  el  donativo  P.  II.  Ei-ód-ó'JO  del  Instituto 
Nacional  de  (Cardiología  y Enfermedades  Pulmonares 
del  Servicio  de  Salud  Pública  Eederal. 

lian  participado  activamente  en  el  mismo  Raúl 
(Costas,  Jr.,  MD,  Ángel  A.  (Colón,  MI),  M.  (Cruz  Vidal, 
MI),  M.  (Corlés-Alicea,  MD,  M.  Eeliberti,  MD,  Angel 
M.  Ayala,  MD,  Dolores  Patterne,  MD,  Rafael  Sobrino, 
MI),  Raquel  Torres,  MS,  Emilio  Nazario,  MS,  (Carmen 
liáez,  MT,  Mavesa  Rodríguez,  RS,  Margarita  Ramos,  MT, 
Nuncia  Torres,  MT,  Eda  Gayd,  RS,  Edna  (Cordero,  R.S, 
Elba  Rosas,  RS,  Lucy  Rivera,  RS,  lleana  E allana,  RS,  y 
el  personal  paramédico  y secretarial. 

Las  tablas  y figuras  de  esta  conferencia  se  reproducen 
eon  la  autorización  de  la  .Asociación  Americana  del  Co- 
razón, Inc.  ya  que  fueron  publicados  en  la  revista 
^‘Circulation”,  42:  541,  1970. 
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CARCINOMA  OF  THE  LUNG:  yV  REPORT  OF 
98  CASES  AM)  REVIEW  OF  THE  LITERATURE 


Olga  L.  Rodriguez,  MD 
Eduardo  Santiago-Delpin,  MD 
Rafael  Sorrentino,  MD 


The  poor  prognosis  and  increasing  incidence  of 
carcinoma  of  the  lung  constitutes  a current  major 
healtli  problem.  Between  1914  and  1950  the  mortality 
rate  of  men  with  lung  cancer  increased  25  limes  in  the 
United  States  (1).  A parallel  increase  has  been  also 
noted  in  Puerto  Rico  (2).  An  aging  population, 
improved  diagnosis  and  death  certificate  reporting  can- 
not explain  the  magnitude  of  the  increase  in  this  type 
of  carcinoma  (1).  The  epidemiologic  evidence  seems  to 
suggest  an  environmental  factor.  Cigarette  smoking 
and  industrial  pollution  have  been  proven  to  be  sig- 
nificantly related  to  this  increase  (1). 

The  purpose  of  this  review  is  to  report  the  outcome 
of  patients  with  carcinoma  of  the  lung  in  a general 
hospital  such  as  the  University  District  Hospital. 


Material  and  Methods 

The  records  of  all  patients  with  carcinoma  of  the  lung 
seen  at  the  University  District  Hospital  from  January  1, 
1960  to  December  31,  1967  were  reviewed.  A total  of 
98  patients  were  included  in  the  study  but  8 additional 
ones  were  excluded  because  they  had  no  histologic  diagnosis 
or  an  adequate  follow  up. 

Cases  were  analyzed  as  to  distribution  by  age,  sex*  and 
histological  classification.  The  presenting  symptoms  and  phy- 
sical signs  were  noted  and  tabulated.  Similarly,  the  diag- 
nostic studies  and  techniques  were  charted  and  compared. 

An  analysis  is  presented  of  the  different  modalities  of 
management.  An  attempt  was  made  to  correlate  survival 
with  stage  of  di.sease  and  treatment  (student’s  T-test  and 
correlation  analysis  were  used),  A summary  of  the  oper- 
ative mortality  and  complications  is  included. 


* - Analysis  of  frequencies  was  utilized  to  detect  significance 
in  the  sex  distribution. 


From  the  Department  of  Surgery,  University  of  Puerto 
Rico  School  of  Medicine,  Rio  Piedras,  P.  R. 


Results 

The  average  age  was  61.4  years  with  a standard 
deviation  of  7.5  and  a range  of  33  to  100  years. 
The  youngest  patient  was  a 33-year  old  woman  with 
a very  aggressive  tumor.  Sixty  six  percent  of  the  cases 
occurred  in  the  sixth  and  seventh  decade,  and  it  was 
two  and  a half  times  more  frequent  in  males  than 
females.  (Significant  to  p < .001.) 

The  most  frequent  histologic  type  was  squamous 
cell  carcinoma  followed  by  anaplastic  carcinoma  (Ta- 
ble I).  Cough  and  chest  pain  were  the  usual  presenting 
symptoms  (Table  II).  The  pain  was  usually  dull,  cons- 
tant, and  at  times  unbearable.  Some  patients  com- 
plained of  a pleuritic  type  of  pain.  The  cough  was 
often  dry  and  hacking,  and  sometimes  productive  and 
blood-tinged.  Frank  hemoptysis  occurred  in  a few 
instances.  Weight  loss  and  dyspnea  were  also  fre- 
quent. Some  presented  with  a chest  wall  mass.  En- 
docrinologic  manifestations  such  as  hypercalcemia  and 
Cushings  syndrome  appeared  in  3 patients  but  were 
not  related  to  the  histologic  type  of  tumor.  In  only 


TABLE  I:  HISTOLOGIC  CLASSIFICATION* 


Type 

Percent 

Squamous  Cell 

40.5 

Bronchogenic 

17.1 

“Anaplastic” 

11.3 

.Adenocarcinoma 

9.4 

Oat  Cell 

5.6 

Alveolar  Cell 

4.7 

Mucin  Producing 

2.0 

“Poorly  Differentiated” 

2.0 

Bronchiolar 

1.0 

Small  Cell 

1.0 

Clear  Cell 

1.0 

“Carcinoma” 

12.2 

* As  reported  by  Pathologist 
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.‘50  records  were  stiiokiti^  lialtits  descrilted : 2H  of 
lliese  palieiits  stnoked  one  pack  ol  cigar<‘Ues  or  more 
per  day- 

Physical  examination  usually  revealed  a clironically 
ill,  thin  and  tired  pali('nt.  Some  w(!re  dyspneic  and 
apprehensive.  Olluirs  were  iti  severe  [)ain.  Kxamina- 
tion  of  the  chest  was  fre<pienlly  unremarkahle  althoufrh 
clinical  evidence  of  pleural  effusion  was  det<‘cted  in 
2.')  percent  of  patients  (Table  II). 

The  diatrnosis  was  su.spected  initially  hy  a |)lain 
film  of  the  cliesl,  the  most  common  finding  being 
pleural  effu.sion.  In  4 cases  the  chest  X-ray  did  not 
demonstrate  the  lesion  and  tlie  diagnosis  was  made  at 
autopsy.  During  this  period  tomography  and  broncho- 
graphy were  not  frecjnently  performed  hut  wlnui  done 
were  confirmatory.  Bronchoscopy  was  positive  In 
62  percent.  Peripheral  lesions  went  usually  unnoticed 
in  this  procedure.  Cytology  done  on  pleural  effusion 
and  on  bronchial  washings  was  positive  in  70  pert’cnt 
and  55  percent  respectively.  Supraclavicular  biopsies 
were  performed  in  .50  of  106  cases.  Twenty  five  ol 
them  (50  percent)  were  positive  for  tumor.  This  was 
interpreted  as  evidence  of  distant  metasta.ses  and  con- 
sidered as  criteria  of  incurability.  Direct  biop.sy  of  the 
lesion  was  obtained  in  53  cases  either  by  broncho.scopy, 
needle  biopsy,  or  exploratory  thoracotomy  (Table  III). 

When  first  seen  61  cases  had  distant  metastases,  17 


TABLE  11:  SYMPTOMS  - SIGNS 


Symptoms 

Peresnt 

Cough 

59 

Pain 

52 

Weight  loss 

40 

Dyspnea 

35 

Hemoptysis 

30 

Headache 

9.4 

Palpable  mass 

6.4 

Fever 

6.4 

Hoarseness 

4.5 

Endocrinologic  Manifestations 

4.5 

Dysphagia 

3.2 

Signs 

Pleural  Effusion 

23.4 

Sup.  Vena  Cava  Syndrome 

6.4 

Palpable  mass 

6.4 

Wheezes  & Ronchi 

4.5 

had  local  spread  and  otdy  20  cases  were  localized 
t<j  the  pulmonary  parenchyma.  .Surgery  was  perfor- 
med in  0 of  the  16  |)alicnt.s  with  stage  I disease,  and 
radiotluirapy  was  administered  to  7 of  them.  3'he 
average  survival  with  surgery  was  28. .5  months  while 
with  radiollH‘ra[)y  it  was  17.7  months.  'Phis  differmice 
was  statistic  ally  significant  (P  < .01). 

.Stage  II  cases  rc’ceived  all  modalities  of  treatment. 
Une  case  rec  eived  no  treatment  and  .survived  2 months, 
riiose  undergoing  surgery  had  the  best  survival  (31 
months). 

Of  the  6 cases  in  Stage  111  two  received  surgery,  two 
radiotherapy,  and  two  had  a combination  of  both. 
Average  survival  with  surgery  was  14  months,  with 
radiotherapy  2 months  and  with  a combination  of 
1)Oth  3 1. 5 months  (See  Table  IV).  Patients  with 
disseminated  disease  (Stage  IV)  received  only  sup- 
portive care. 

Chemotherapy  either  with  nitrogen  mustard  or  evto- 
xan  was  used  in  6 patients,  2 with  Stage  11  and  4 with 
Stage  IV.  Average  survival  was  limited  to  only  a few 
months. 

Radiotherapy  cases  were  used  to  determine  the  re- 
lation between  survival  and  stage.  The  expected  trend 
of  better  survival  with  earlier  stages  was  found  but  it 
could  not  be  correlated  satisticatlly  (Table  V). 

Surgery  was  performed  in  30  patients,  ten  of  which 
were  for  diagnosis  only.  Resection  was  performed 
in  20  instances,  10  were  pneumonectomies  and  10 
lobectomies.  There  were  four  post-operative  deaths, 
two  after  diagnostic  thoracotomy  and  one  each  after 
lobectomy  and  pneumonectomy.  Three  deaths  were 
due  to  massive  atelectasis  and  the  other  one  to  bleed- 
ing. 

The  overall  5-year  survival  was  3.3  percent  and  the 
two-year  survival  6.7  percent.  With  surgical  resection 
the  2-year  survival  was  35  percent  and  the  5-year 
survival  10  percent. 

Discussion 

Cigarette  smoking  is  causally  related  to  lung  cancer 
in  men.  The  risk  of  developing  lung  cancer  increases 
with  duration  of  smoking  and  the  number  of  cigarettes 
smoked  per  day  (1).  This  has  been  established  in 
numerous  retrospective  studies  (1,  2,  3). 

Seven  polycyclic  hydrocarbon  compounds  isolated 
from  cigarette  smoke  have  been  proven  to  be  carcino- 
genic in  laboratory  animals  (4).  Epithelial  changes 
such  as  loss  of  cilia,  basal  cell  hyperplasia  and  appear- 
ance of  atypical  cells  with  irregular  hyperchromatic 
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TABLE  III:  DIAGNOSIS 


Neg. 

Pos. 

Total  Performed 

Percent  Possibility 

Biopsy 

Supraclavicular 

25 

25 

50 

50 

Pleural 

6 

3 

9 

33 

Lymph  nodes  (otlier  tlian 
supraclavicular) 

2 

5 

7 

71 

Lung  lesion 

0 

53 

53 

100 

Metastasis 

0 

4 

4 

100 

Cy  tology 

Pleural  fluid 

3 

7 

10 

70 

Bronchial  washings 

4 

5 

9 

55 

A Rays 

Chest 

4 

63 

67 

94 

Tomogram 

0 

4 

4 

100 

Bronchogram 

0 

5 

5 

100 

Bronchoscopy 

13 

22 

35 

62 

TABLE  IV: 

TYPE  OF  TREATMENT 

Stage 

No.  of  Cases 

Average  Survival 
(Months) 

No  treatment 

I 

4 

Autopsy  finding 

II 

1 

2.0 

III 





IV 

41 

2.3 

Chemotherapy 

1 



II 

2 

3.0 

III 

— 



IV 

4 

4.7 

Surgery 

1 

9 

28.5 

II 

2 

31.0 

III 

2 

14.0 

IV 

— 

Radiotherapy 

I 

7 

17.7 

II 

3 

7.0 

III 

2 

2.0 

IV 

16 

6.8 

Surgery  & Radiotherapy 

I 



II 

3 

3.2 

III 

2 

31.5 

IV 





Stage  I --  Localized  to  lung  parenchyme 

Stage  II  - Extension  to  adyacent  structures 

Stage  ///-  Metastasis  to  mediastinal  nodes 

Stage  IV-  Distant  metastasis 
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TAHI.E  Vi  RELATION  BETWEEN  SURVIVAL  STAGE 


nuclei  arc  mucli  more  coininon  in  tlie  tr;icliea  and 
hronclii  of  cigarelle  smokers,  and  the  changes  increase 
with  the  nuinher  of  cigarettes  smoked  (f)).  These 
changes  have  also  been  reproduced  in  dogs  using 
tobacco  smoke  (7). 

The  death  rate  for  cigarette  smokers  is  about  70 
percent  higher  than  that  for  non-smokers.  The  chief 
contributor  to  the  excess  number  of  death  of  cigarette 
smokers  over  non-smokers  is  coronarv  arter\  disease, 
with  lung  cancer  in  the  second  place  (I). 

Lung  cancer  deaths  in  United  States  increased  from 
less  than  3,000  in  1930  to  41,000  in  1962  (7).  In 
Puerto  Rico  a corresponding  increase  in  incidence 
and  death  from  cancer  of  lung  has  also  occurred  (2). 
In  spite  of  this  increase  the  average  number  of  pa- 
tients seen  yearly  in  tbe  University  Hospital  has  de- 
creased. This  may  have  been  due  to  the  increasing 
facilities  for  diagnosis  and  treatment  at  other  ho.s- 
pitals. 

Carcinoma  of  the  lung  was  found  to  he  more 
common  between  50-70  years  of  age,  the  average 
being  61.4  years,  an  age  relation  similar  to  that 
found  in  other  studies.  Passeys  in  1962  and  Pike 
and  Doll  (8)  in  1965  studied  the  age  at  onset  of 
lung  eancer  and  its  significance  in  relation  to  the 
effect  of  smoking.  They  found  that  there  was  no 
relation  between  the  number  of  cigarettes  smoked 
and  the  age  of  onset  of  cancer  of  the  lung.  They 
suggest  that  because  of  this,  smoking  is  a non-specific 
irritant  and  not  a direct  carcinogen. 

In  our  study  carcinoma  of  the  lung  was  more 
frequent  in  males  than  females  with  a 2.5:1  ratio. 
In  the  literature  the  proportion  has  varied  from  1 : 1 
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(9)  to  9:1  (10). 

Our  most  frequent  histologic  type  of  tumor  was 
scpiamous  cell  carcinoma.  4 he  two  ca.ses  living  5 
years  after  resection  were  of  this  histologic  type. 
Calofre  (II)  has  presented  a series  of  1090  patients 
with  [irimary  malignant  cancer  of  lung.  In  his  series  the 
5-year  survival  rate  aftiir  curative  resection  for  adeno- 
carcinoma was  50  percent  while  of  scpiamous  cell  was 
3f).5  percent.  Wellon  (12)  in  an  analysis  of  582  cases 
found  that  scpiamous  c ell  carcinoma  had  a hc-ller  5-year 
.survival  (43.4  percent)  than  that  of  adenocarc  inoma 
(4.7  pc'rccml). 

('best  pain,  cough  and  hc'iiioplvsis  \\c*rc‘  the  most 
frc-cpicml  prc'sentiug  .symptoms.  Usually,  these  symp- 
toms were  present  for  Ic'ss  than  3 mouths.  Higgins 
(1.3),  studying  the'  factors  in lluenciiig  survival  in  hron- 
cdiogcmic  carcinoma,  fcuiiid  that  the-  huigth  of  prc‘- 
opcM'ativc'  historv  did  not  a|)pear  to  iiilliicmce  survival. 
Verv  anaplastic  tumors  u.sually  produced  sym|)tc)ms 
earlier  hut  the  prognosis  was  poorcT  hecaiisc'  ol  the- 
aggrcLssivc'iiess  c)l  the  Ic-sioiis. 

rumors  of  thc“  hiiig  can  pre.scmt  with  protean  iiia- 
iiifc'statioiis:  iicmrologic  and  psychiatric,  cmclocrino- 

logic  prohlc'iiis  and  comprccssion  sv  ndromc-s  such  as 
supc-ricjr  vema  cava  syucirome  and  dysphagia  (14,  15, 
H),  17,  18,  19).  (.)at-cell  carc'inoma  has  bc‘c‘u  associatc-d 
with  cmclocrinologic'  problems  most  IrcMjucMitly.  Almost 
all  the'  hormone's  have  been  proclucc'cl  by  this  tumor, 
bc'ing  the  most  trecpienl  A(JTH,  hydroxysti'roids,  grow- 
th hormone',  parathyroid  hormone,  and  iu.suliii  (14, 

16,  19). 

As  far  as  diagnosis,  the  presence  of  a lung  c anc  c'r  is 
usually  suspec'ted  from  a plain  film  ol  the'  chest.  In 
our  series  this  was  true  in  94  percent  of  cases,  'fhough 
often  cliffic'ult,  one  should  obtain  histologic  cliagncjsis 
even  at  the  risk  of  an  exploratory  thoracotomy,  since; 
the  treatment  and  prognosis  may  depend  on  it.  Uyto- 
logic  examination  of  bronchial  washings  or  pleural  fluid 
was  positive  in  55  percent  and  70  percent  respectively. 
Lopez  (20)  studied  the  results  of  cytology  in  I,flfl0 
patients  with  pulmonary  malignancy.  One  third  of  the 
cases  were  diagnosed  exclusively  by  cytolcjgy  decreasing 
the  need  of  diagnostic  thoracotomy  from  30  tcv  5 per- 
cent. 

Bronchoscopy  was  performed  in  35  patients  and  was 
positive  in  22  (62  percent).  This  procedure  is  often 
positive  in  lesions  of  the  lower  bronchial  segment  but 
rarely  in  small  peripheral  lesions  and  in  upper  lobe  le- 
sions. Mediastinoscopy  has  been  utilized  in  some  cen- 
ters as  an  aid  in  diagnosing  mediastinal  spread  or  metas- 
tasis as  well  as  for  tbe  differential  diagnosis  of  other 
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mediastinal  lesions.  We  did  not  utilize  this  modality. 
Of  .')()  .supraclavicular  biopsies  performed  2,'3  were 
positive.  Biopsies  were  performed  in  the  ipsilateral 
supraclavicular  region  unless  the  lesion  was  in  the  left 
lower  lung,  when  bilateral  biopsies  were  performed. 
This  latter  concept  was  based  on  tlie  generalized 
idea  that  left  lower  lobe  drains  into  the  right  supra- 
clavicular nodes  as  well  as  to  the  left  ones.  Baird  (21) 
has  recently  presented  conflicting  evidence  in  this 
regard.  In  studying  node  metastases  from  lung  cancers, 
he  was  unable  to  demonstrate  predilection  for  contra- 
lateral nodes. 

More  than  half  of  our  patients  presented  with  distant 
metastases  (59  percent).  Only  17  percent  of  the  pa- 
tients had  well  localized  lesions.  This  is  found  in  other 
.series  also  (22,  12),  and  because  of  this,  a large  pro- 
pijrtion  of  patients  received  supportive  treatment  only 
(41  percent),  d'he  average  survival  of  this  group  was 
2.3  months.  The  best  results  were  obtained  with 
surgerv.  We  performed  the  same  number  of  pneumo- 
nectomies and  lobectomies,  ten  each,  and  the  operative 
mortality  was  the  same  in  both.  Post-operative  com- 
plications were  most  frecjuent  after  lobectomies.  Hu- 
ghes (24)  reviewed  the  management  of  1036  patients 
with  cancer  of  the  lung.  .Surgery  was  performed  in 
107  of  the  patients.  Survival  after  lobectomies  was 
equal  to  that  after  pneumonectomies,  hut  the  morta- 
lity rate  for  pneumonectomies  doubled  that  of  lo- 
hectomv,  a finding  corroborated  by  others  (22,  25, 
10,  26). 

We  had  an  apparently  increased  survival  when  ra- 
diotherapy was  used  in  combination  with  surgeiy 
on  Stage  111  cases.  This  finding  was  not  statistically 
significant  and  could  not  he  observed  in  Stage  11  and 
IV.  No  complication  could  he  attributed  to  radio- 
therapy. . Some  investigators  (27)  have  reported  fre- 
({uent  complications  in  patients  receiving  radiotherapy 
such  as  radiatiijn  fibrosis  and  pneumonia.  Broncho- 
pleural fistula,  delayed  wound  healing  and  post-oper- 
ative empyema  are  seen  when  surgery  and  radio- 
tl’.erapy  are  combined.  Malians  (28)  studied  the 
effect  of  presurgical  radiation  in  42  patients  with 
bronchogenic  carcinoma.  No  attempt  to  obtain  his- 
tologic diagnosis  before  treatment  was  done.  Patients 
received  3,000  rads  in  12  days  with  the  purpose  of 
sterilizing  the  peripheral  portion  of  the  tumor.  No 
improvement  in  survival  was  noted  and  post-operative 
com[)lications  were  quite  frecjuent. 

The  overall  .5-year  survival  in  this  series  was  3.3  per- 
cent and  in  those  resected  it  was  10  percent.  I'hese 
results  are  somewhat  lower  than  those  found  in  the 


literature  which  ranges  from  5-7  percent  overall  and  25 
to  35  percent  in  those  resected  (10,  11,  22,  24,  26,  29, 
40). 

The  records  of  98  patients  with  carcinoma  of  the  S 
lung  seen  at  the  University  Ho.spital  from  January  1,  J 
1960  to  December  31,  1967  were  analyzed.  Findings  Í 
and  results  are  compared  with  several  published  se-  , 
ries.  W'e  found  that  only  17  percent  of  the  cases  ^ 
were  localized  at  the  time  of  diagnosis.  Cure  rates  i 
and  operaOve  mortality  remained  unchanged  in  the  | 
last  15  years  in  most  of  the  reporting  centers.  Í 

Surgery  is  the  most  effective  treatment.  Lobec-  j 
tomy  has  been  preferred  to  pneumonectomy  when- 
ever  possible  because  of  the  same  survival  rate  and 
the  decreased  operative  mortality  and  morbidity  that  |i 
it  carries.  Radiotherapy  and  chemotherapy  relieve  ¡ 
symptoms  but  do  not  prolong  life.  In  view  of  these 
results  our  efforts  in  controlling  this  disease  should 
he  oriented  toward  prevention  and  early  diagnosis.  , 

Resumen 

Los  expedientes  médicos  de  98  pacientes  con  cáncer 
de  pulmón  (jue  se  vieron  en  el  Hospital  Universitario 
desde  el  primero  de  enero  de  1960  hasta  el  31  de  di- 
ciembre de  1967,  fueron  revisados.  Los  resultados 
fueron  comparados  con  diferentes  informes  publicados 
sobre  el  mismo  tema.  Solamente  17  porciento  de  los 
casos  tenían  lesiones  localizadas  al  momento  de  diag- 
nosticarse. La  sobrevida  y mortalidad  operatoria  ha 
variado  muy  poco  en  los  id  timos  años.  Cirugía  ■ 

es  la  forma  más  efectiva  de  tratamiento.  Se  prefiere  ■ 
una  lohectomía  cuando  es  posible  porque  tiene  la 
misma  sobrevida  que  una  pneumonectomía  y tiene 
menos  mortalidad  y morbilidad.  Radioterapia  y qui- 
mioterapia mejoran  los  síntomas,  pero  no  prolongan 
la  vida.  Estos  resultados  nos  demuestran  que  nuestros 
esfuerzos  para  controlar  esta  enfermedad  deben  orien- 
tarse hacia  la  prevención  y el  diagnóstico  temprano. 
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THE  MINI)  BODY  PROBLEM,  THEN  AND  NOW 


John  I,.  Simon,  MD 


One  need  not  l)e  a philosopliie  dualist  to  take 
cutinizance  oí  tlie  fact  that  at  eertain  stages 
in  the  develofnnent  oí  our  knowledge  we  are  íoreed 
to  make  leaps  írom  one  apparent  ineongmity  to 
another,  to  choose  as  it  were  arbitrarily  between 
two  approaches  to  a single  phenotnenon.  While  per- 
haps not  a close  parallel  to  the  inind-hody  dilemma, 
the  corpnsele-wave  controversy  in  the  theory  ol  light 
serves  as  an  exam|)le  oí  what  1 mean. 

Formerlv  the  mind-hody  ¡jrohlem  struck  me  most 
iorcihiv  iron)  the  diagnostic  standpoint.  One  Satur- 
dav  nearly  dO  years  ago  when  I was  a resident  in  neiiri)- 
logy  mv  chiei  had  sent  into  the  hospital  a woman  to 
whom  the  chiei  attached  the  diagnosis  (j1  “I'sycho- 
nenrosisC^  )”.  Her  inaiti  complaint  was  headache. 
More  recently  she  had  begun  to  vomit,  hut  only  alter 
a physician  wlujm  she  had  con.sulted  had  suggested 
that  sym¡>tom  to  her. 

rile  chiei  oí  the  service  had  a deep  interest  in 
psv choneurosis  although  his  priiuipal  iame  was  in 
organic  nenrologv'.  He  emphasized  repeatedly  the 
im|)ortance  oí  studying  the  mental  content  oí  pa- 
tients in  the  light  oí  Freud’s  theories  and  criticizml 
us  sharply  when  we  neglected  this  aspect  ot  a case. 
He  challenged  us  to  overcome  our  own  rt'sistances  in 
the  process  oí  inyestigating  the  patients.  Indeed,  he 
did  this  until  it  rankled. 

Ml  this  was  in  the  haikground  when  I began  to 
stinly  this  jiatient.  1 was  to  he  on  duty  the  whole 
weekend,  so  1 had  some  time  available  tor  her.  ihis 
indeed  was  my  opportunity  to  demonstrate  to  tin- 
chiei  that  all  I needed  to  investigate  a [isychoneurosis 
properly  was  tin'  necessary  time.  1 interviewi'd  the 
patient  at  length.  I asked  searching  (piestions.  1 
elicited  irom  her  all  the  material  that  one  needed  to 
justiiy  the  diagnosis  oí  psychoneurosis;  in  terms  ot 
what  1 had  been  taught  to  expect  there  was  an  aliun- 
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dance.  I made  copious  notes.  I assembled  my  [isy- 
chiatric  material  and  typed  it  up  myseli. 

Oí  course  1 also  periormed  a neurological  examina- 
tion ol  the  woman.  I iiiortunately  she  wasipiite  drowsy 
and  could  not  cooperate  well.  The  determination  oí 
the  visual  iields  was  not  satisíactory ; 1 could  not  verity 
the  inlactness  oí  her  leít  fields.  Hut  she  was  not  suí- 
íiciently  alert  for  me  to  he  sure  that  there  was  a real 
delect. 

Monday  the  stall  reappeared.  My  vindication  as  a 
psychiatric  investigator  reasonably  free  ot  resistances 
and  itdiiliitions  was  in  sight. 

Only,  by  that  time  the  patient  was  in  coma.  Nobody 
any  longer  cared  about  my  psychiatric  endeavors.  Her 
mental  coiinicts,  whatever  they  had  been,  had  suddenly 
become  irrelevant;  other  considerations  had  taken  over. 

Bv  luesday  .she  was  dead.  I'ln'  autoji.sy  showed  a 
large  inoperable  tumor  in  the  right  temporal  lobe. 
Mv  concern  about  tin*  left  visual  held  had  been  well 
founded,  as  well  as  any  I might  have  telt  about  the 
drowsiness  she  disfdayed  during  tin'  examination.  Hut 
no  matti'r  --  nothing  that  coidd  have  been  done  dur- 
ing that  weekend  - or  prohahly  many  weekends  helore  - 
could  have  saved  her. 

That  was  not  what  realiv  hurl.  I'lie  real  impuelude 
was  much  deeper  than  that.  .'''In'  was  dt'ad,  and  the 
tumor  was  then'.  Hut  how  about  llu'  psychoueurosis';' 
Was  it,  or  wasn  t it'.''  < )r  ratlu'r,  had  it  Ik'í'u';'  \nd  it 

so,  what'.'' 

After  all,  I was  satisfied  that  I had  got  as  good 
material  from  llu'  patient  as  om'  uec'ded  to  eslahlish 
tin'  diagnosis  of  psv  i hoiu'urosis.  Mon'ovt'r,  psv  t'ho- 
nt'urosis  was  considered  an  atleipiati'  ellii'ienl  cau.se 
to  produc('  tlu'  piclun'  that  this  patient  had  dt'inons- 
trated,  at  least  barring  the  li'rminal  somnoh'nci'-slupor- 
coma  and  tin'  possihli'  visual  fii'ld  dt'fecl  which  firo- 
hahly  not  t'vcn  the  i hii'l  hims('ll  had  nolt'd. 

It  tin'  conceptual  íramevvork  under  which  I opi'ralt'd 
hillu'rto  had  been  .something  like  this 

( trganic  cause  ) 

or  ) ^ lu'adacln',  etc. 

Psychoueurosis  ) 
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I was  now  left  witli  something  like  this 

Organic  canse  ^ lieadaclie,  etc. 

+ 

Psyclionenrosis  •••>  headache,  etc. 

The  da.shed  arrow  means  that  psychoneiirosis  could 
produce  headache,  etc.  hut  might  not  necessarily;  I 
could  hardly  attribute  my  late  patients  recent  and 
fatal  symptoms  to  her  old  psychoneurosis!  In  brief, 
finding  a psychoneurosis  appeared  to  he  of  no  use 
so  far  as  eliminating  an  organic  cause.  So  what 
good,  then,  was  it  diagnostically  to  find  a psycho- 
neurosis if  you  still  did  not  know  that  your  patient 
did  not  have  an  organic  disorder  which  might  eveti- 
tually,  even  if  not  usually  so  rapidly  as  in  this  case, 
kill  him  or  her?  Why  all  this  fuss  about  looking  for 
a psychoneurosis  if  it  did  not  make  any  difference 
to  an  organic  neurology  service  whether  you  found 
one  or  not?  (1  tactfully  did  not  bother  to  bring 
all  this  to  the  chief’s  attention  in  regard  to  our  case; 
I imagine  he  wa^  embarrassed  for  different  reasons!  ) 

Anyway,  in  my  own  thinking  1 always  call  that 
lady’s  psychoneurosis  a redundant  psychoneurosis.  She 
did  not  need  it  to  produce  her  symptoms.  I inter- 
viewed other  patients  on  our  neurology  service.  Some 
of  them,  too,  had  redundant  psychoneuroses. 

It  was  not  that  I had  never  thought  before  about 
problems  of  mind-body  dualism.  But  here  the  matter 
was  not  to  be  regarded  abstractly;  a practical  question 
was  involved.  It  was  not  merely  an  affair  of  bow  mind 
or  matter  can  produce  a headache  - tbe  philosophical 
form  of  the  question.  Nor  was  it  merely  what  kind 
of  medical  diagnosis  rests  between  a tumor  and  a 
psychoneurosis.  The  disturbing  thing  was  that  in  this 
case  of  a woman  with  a brain  tumor,  and  headache 
and  vomiting  that  undoubtedly  sprang  from  that  tumor, 
I had  been  able  to  bring  out  material  that  presumably 
indicated  the  presence  of  a psychoneurosis.  As  to  the 
nature  of  material  that  does  indicate  the  presence  of 
a psychoneurosis,  I am  probably  more  unsettled  now 
than  I was  then!  In  retrospect,  I think  that  then  I 
thought  I knew.  Take  the  vomiting,  for  example,  that 
followed  being  asked  about  it! 

We  did,  and  we  do,  proceed  dualistically  in  these 
matters,  whether  we  are  philosophic  dualists  or  not. 
We  diagnose  organic  disease  of  the  nervous  system 
on  the  basis  of  objective  findings  which  are  fairly 
limited  in  scope,  and  we  diagnose  psychoneuroses 
on  the  basis  of  the  patient’s  behavior,  including  what 
he  tells  us,  that  is,  his  thoughts,  which  hardly  fall 
within  any  limitations.  This  quality  corresponds  no 


douhl  to  the  (jualilalively  different  character  of  the 
functiotiiug  human  (;erebral  cortex  from  everything 
else  on  our  planet.  Some  people  consider  |)sycho- 
neurosis  a matter  of  faulty  education,  training,  habit 
patterning,  conceptualization  - none  of  these  words 
has  any  n^al  meaning  in  the  present  (ujutext  except 
in  relation  to  the  cerebral  cortex.  Iti  the  pre.sence 
of  psychoneurosis,  then,  the  organism  functions  so 
badly  that  .symptoms  develop  from  various  frustra- 
tions, collisions,  failures.  This  is  all  very  vague,  as 
1 indeed  want  it  to  be,  otherwise  it  would  not  corres- 
pond to  the  vague  concepts  of  psychoneurosis  that 
circulate  in  our  .society.  What  I am  trying  to  do  is 
to  define  psychoneurosis  .so  l)roadly  that  it  includes 
any  psychiatrist’s  concept.  If  any  p.sychiatrist  who 
hears  my  words  feels  that  I have  not  included  his 
concept,  1 hereby  reejuest  him  to  consider  it  included. 

1 think  we  will  still  all  agree,  no  cerebral  cortex,  no 
psyChoneurosis. 

We  can  accordingly  formulate  as  follows 

( Psychoneurotic 
Behavior  pattern  ( or 

( Not  psychoneurotic 

( Organic  disease 
“Objective”  findings  ( or 

( Not  organic  disease 

This,  of  course,  does  not  mean  that  there  can  not  be 
interaction  between  the  two  halves  of  the  duality. 
For  example,  organic  disease  can  affect  the  cortex 

and  hence  behavior;  and  behavior  can  be  injurious 
and  cause  organic  disease.  But  tbe  diagnostic  duality 
at  any  given  moment  obtained  then  - nearly  thirty 
years  ago  - and  obtains  now. 

Of  course  it  is  true  that  an  anxious  psychoneurotic 
may  have  a headache  without  organic  disease  of  the 
brain.  This  we  have  known  all  along,  and  this  was 
no  doubt  what  underlay  my  chief’s  action  in  sending 
the  lady  of  this  case  into  the  hospital  with  the  diagnosis 
he  made  of  “Psychoneurosis  (?  )”.  My  point  - again 
with  the  case  in  mind  - is,  just  because  I know  I am 
dealing  with  an  anxious  psychoneurotic  I can  not 
assume  there  is  no  organic  disease  of  the  brain.  Of 
course,  if  I make  a reasonable  investigation  - I do 
not  say  an  unlimited  investigation  - and  find  nothing, 
and  on  the  other  hand  the  headache  seems  behaviorally 
related  I may  assume  it  is  psychoneurotic  in  origin. 
But  then  I am  simply  leaping  from  one  horn  of  the 
dilemma  to  the  other;  my  point  here  is  merely  that 
our  procedure  is  essentially  dualistic. 
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All  this  lias  to  do  with  diagnosis.  Hut  in  recent 
years  the  [irohlein  ol  tlualitv  has  assumed  a new  as- 
fieet. 

I’he  cereliral  cortex  learns,  patterns,  abstracts,  con- 
ceptualizes, and  more.  But  the  (‘erehral  cortex  is  also 
a lorm  of  matter.  It  depends  on  suhoortical  structures 
and  they  are  also  material.  And  the  fact  is,  lately 
we  have  begun  to  treat  behavior  with  clieniical  means. 
This  creates  practical,  moral,  and  philosophical  pro- 
blems. I am  concerned  with  the  practical  ones! 

This  takes  us  right  back  to  the  prolilern  Í am  cons- 
cious of  evading  so  carefully  in  the  first  part  of  this 
paper  - what  is  psychoneuro.sis?  Granted,  psycho- 
neuro.sis  is  a matter  of  behavior  - but  wiliat  behavior? 
It  is  a question  of  patterning  - but  what  patterns  are 
neurotic?  Who  determines?  Neurosis  is  a matter  of 
faulty  conceptualization,  or  of  erroneous  learning. 
But  why  was  the  faulty  concept  adopted,  the  wrong 
lesson  learned?  Is  it  really  faulty  or  in  error,  or  do  I 
■simply  decide  it  must  be  so  because  the  patient  is 
having  trouble?  If  my  patient  is  indeed  overwhelmed, 
am  I neces-sarily  to  a.ssume  that  he  is  overwlielmed  be- 
cause his  habit  patterning  is  so  poor,  or  may  it  not 
be  on  the  contrary  that  his  habit  patterning  merely 
appears  poor  because  he  is  simply  too  easily  over- 
whelmed? 

This  problem  has  only  existed  rei’ently  in  its  present 
sharp  focu.s.  For  only  recently  have  we  had  medica- 
ments capable  of  effectively  influencing  behavior.  Until 
tliese  existed,  we  could  try  to  affect  the  patient’s  habit 
patterning;  either  we  succeeded  or  we  did  not.  In 
any  case,  there  was  little  else. 

Freud,  for  example,  was  (juite  conscious  of  the  li- 
mitations of  p.sychotherapy.  He  indicated  future 
progress  might  depend  on  chemical  measures  (1). 
But  the  problem  did  not  present  itself  in  its  practical 
form  to  him,  because  he  did  not  have  the  chemical 
measures  at  his  disposal.  We  do. 

To  the  extent  that  the  patient’s  disturbed  behavior 
is  more  easily  objectified,  as  occurs  in  the  frankly 
psychotic,  our  problem  is  simpler.  In  the  case  of 
these  patients  we  have  always  known  we  could  not 
by  the  ordinary  means  of  dis(ussion,  conversation, 
free  association,  behavior  therapy  or  what  you  like, 
change  their  behavior.  We  were  accordingly  disposed 
to  try'  other  measures.  “We”  here  in  this  context 
is  no  longer  quite  so  inclusive  as  was  my  “we”  when  I 
attempted  to  define  as  broadly  as  po.ssible  what  is 
a psychoneurosis;  for  here  I am  aware  that  it  is 
necessary  to  make  some  exclusions  within  the  psychia- 
tric profession.  Some  psychiatrists  there  are,  who 


have  op[)osed  and  continue  to  oppose  the  use  of  drug 
treatment  even  in  the  psychotic,  to  say  nothing  of  the 
use  of  the  much-maligned  shock  treatments  which  came 
into  our  armamentarium  earlier.  But  by  and  large, 
there  has  been  comparatively  little  opposition  to  the 
use  of  psychopharmaceuticals  with  the  psychotics. 
I’hose  whose  dedication  was  exclusively  to  psycho- 
therapeutic measures  have  generally  by  their  default 
from  the  care  of  the  institutionalized  psychotics  left 
ample  scope  for  their  more  pharmaceutically  minded 
colleagues  to  proceed  to  treat  the  patients  and  in  many 
cases  send  them  home. 

Psychoanalysis  has  for  many  years  unified  the  neu- 
roses and  psychoses,  designating  the  latter  narcissistic 
neuroses,  the  former  transference  neuroses.  .At  the 
time  of  the  development  of  psychoanalysis  there  was 
no  effective  somatic  (drug  or  physical)  treatment  for 
the  psychoses.  Psychotherapy  was  tried  at  times, 
without  much  effect.  Indeed,  if  psychotherapy  and 
nothing  else  was  applied  to  all  patients  it  did  not 
matter  anyway.  Those  patients  capable  of  responding 
would  respond,  and  the  rest  were  not  in  any  case 
being  deprived  of  anything  worthwhile.  Now,  how- 
ever, the  shoe  is  on  the  other  foot.  Psychotics  do 
respond  to  p.sychopharmaceuticals.  This  fact  makes 
timely  in  a new  way  the  old  question:  to  what  extent 
are  psychotics  different  from  psychoneurotics?  Has 
our  success  in  psychotherapy  with  neurotics,  while 
not  as  dismal  a failure  as  our  experience  with  psychotics 
before  somatic  treatments,  been  .such  as  to  settle 
the  question  as  to  the  best  way  of  handling  them? 

It  is  interesting  to  recall  historically  the  relatively 
timid  approach  made  by  tlie  psychopharmacothera- 
peutical  manufacturers  themselves,  in  their  propaganda 
material  directed  to  the  psychiatric  profession.  .Aware 
of  the  strong  psychotherapeutic  and  especially  psycho- 
analytic tradition  in  Northamerican  psychiatry,  they 
would  urge  use  of  their  products  as  a means  of  rendering 
the  patient  more  accessible  to  psychotherapeutic  ap- 
proaches. They  did  not  dare  to  suggest  that  they  could 
make  the  patient  clinically  well  by  themselves.  Al- 
ways the  pro  forma  bow  to  psychotherapy  as  the 
onlv  real  treatment!  It  was  under  the  formula - 
I will  not  say  fiction  - that  they  facilitated  psycho- 
therapy, that  the  psychopharmaceuticals  could  advance 
along  certain  fronts  where  they  might  not  have  been 
able  otherwise.  This  self-abnegating  approach,  generally 
so  rare  among  manufacturers  of  drugs,  was  not  sur- 
prising to  those  psychiatrists  who  recalled  the  lip  service 
that  was  offered  to  psychotherapy  in  the  treatment  of 
depression  a few  years  earlier.  In  the  early  forties. 
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lor  exainplo,  il  was  piously  ativocalcti  llial  lliose  pa- 
tients wlio  liad  been  relieved  from  tlieir  d<‘pressions 
Ity  a series  of  eleetrie  shock  treatments  should  have  a 
course  of  psychotherapy  thereafU'r.  Since  the  patients 
were  relatively  free  of  synifitoms  hy  then,  and  usually 
fell  little  or  no  need  for  further  treatment,  the  ritually 
preserihed  psychotherapy  had  to  he  justified  on  the 
prophylaelie  grounds  of  its  presumed  effect  of  forestal- 
ling another  depressive  episode. 

I'o  return  to  our  neurotics,  the  traditional  suhslralum 
oi  psychotherapy,  should  we  continué  to  think  of  them 
in  the  old  way,  as  victims  of  disordered  liahil  patterning, 
erroneous  learning,  faulty  eoneepls  or  the  like  - in 
.short,  as  people  who  are  not  eondueling  their  life  as 
well  as  we  could  conduct  il  for  them  and,  defining  them 
this  way,  treat  them  exclusively  hy  means  of  psycho- 
therapy? Or  should  we  have  a try  at  changing  their 
hrain  chemistry  with  tranquilizers  or  antidepressants? 
If  we  opt  for  the  latter  are  we  depriving  them  of  a more 
hindamental  “cure”  in  terms  of  corrective  relearning? 
Or  is  what  appears  to  us  to  he  the  fault  or  error  merely 
the  reflection  of  a constitutional  or  pliysicochemical 
weakness  in  the  first  place  plus,  perhaps,  the  contri- 
hutory  artefact  of  our  own  faulty  conceptualization? 
If  we  have  been  extremely  liberal  in  our  definition 
of  psychoneurosis,  it  is  simply  because  we  consider 
the  limits  of  this  disorder  or  congeries  of  disorders 
as  extremely  vague,  arbitrary  and  subjective. 

If  psychoneurosis  is  what  we  have  said  it  is,  then 
psychotherapy  must  he  something  that  happens  at 
the  cortical  level,  as  a result  of  contact  with  the 
doctor,  that  makes  the  patient  better  able  to  live 
his  life  after  than  before.  For  a psychiatrist  to  em- 
bark upon  psychotherapy  with  a patient,  the  psychia- 
trist must  believe  that  tliere  is  a reasonable  possibility 
of  the  patient’s  being  led  to  behave  in  a better  way 
than  his  present  way.  It  is  not  doing  much  violence 
to  reality,  therefore,  when  we  suggest  that  that  means 
tliat  the  psychiatrist  thinks  that  he,  the  psychiatrist, 
could  lead  the  patient’s  life  better  than  the  patient 
is  leading  it,  and  that  the  patient  can  be  induced 
to  improve  his  manner  of  living  through  new  learning, 
new  patterning,  new  concept  formation  on  the  cortical 
level.  To  me,  this  conclusion  often  requires  consider- 
able courage,  not  to  say  terrjerity,  on  the  psychiatrist’s 
part. 

Of  course  I am  aware  that  1 have  defined  psycho- 
neurosis  in  terms  of  psychotherapy,  and  psychotherapy 
in  terms  of  psychoneurosis.  A psychoneurotic  is  one 
who  requires  psychotherapy;  psychotherapy  is  what 
a psychoneurotic  requires.  The  issue  is  the  quality 


of  the  patient’s  functioning  at  the  ((jrlical  level;  and 
the  |)svchialrist  is  the  judge.  Ihis  is  nothing  new;  il 
is  simpK  a summary  of  most  if  not  all  the  schools  of 
psychotherapy. 

Hut  we  can  not  slop  here.  Most  of  the  major  psycho- 
tlu‘ra()isls,  certainly  including  Freud,  have  believed 
there  are  constitutional  factors  involved  in  mental 
.symptoms.  These  are  the  factors  that  underlie  such 
things  as  learning  patterns,  that  render  [).sychotherapeu- 
tic  efiorts  vain,  (ionslilulional  factors  operate  on  a 
{)hysicoch(‘mical  level;  it  is  precisely  factors  at  this  level 
that  I affect  when  1 give  a patient  a Iramjuilizer. 

For  examph',  I do  not  know  how  to  pi'r.suade  a 
clerical  worker  who  consulted  me  that  her  fellow  em- 
[)loyees  an'  not  looking  at  her  and  talking  about  her, 
hut  if  she  takes  a tranquilizer  which  I prescribe  (and 
convincing  her  to  do  that,  indeed,  sometimes  taxes 
all  my  persuasive  powers!  ) they  stop  doing  il.  All 
of  us  have  had  many  similar  patients.  Here  we  know 
we  are  dealing  with  psychosis  and  that  the  psycho- 
therapeutic approacli  will  not  work,  hut  the  constitu- 
tional or  physico-chemical  approach  will. 

A much  more  difficult  problem  for  me  is  that 
of  a young  man  who  .suffers  from  anxiety  and  a host 
of  [)rotean  anxiety-related  somatic  symptoms  that  cloud 
his  existence.  He  does  well  at  his  job.  He  is  intelligent 
and  takes  night  university  courses  at  the  post-graduate 
level.  He  maintains  a relation.ship  with  a sweetheart 
whom  he  will  probably  marry. 

But  he  suffers.  He  does,  under  my  direction,  take 
tranquilizers.  However,  he  resents  them.  He  wants 
a more  fundamental,  as  he  regards  it,  cure.  This  he 
considers  tnust  either  come  from  psycliotherapy  or 
it  will  not  come  at  all.  He  was  under  treatment  with 
someone  else  before  he  came  to  me;  the  cliange  of 
therapists  was  made  because  he  had  readied  a plateau. 
He  protests  that  the  medicaments  1 prescribe  for 
him  are  hut  a crutch;  reluctantly,  however,  he  takes 
them  because  they  help  to  control  his  .symptoms. 
Life  is  more  hearable,  and  probably  his  lunctioning 
is  likewise  more  efficient,  with  them  than  without 
them.  On  the  other  hand,  he  apparently  accepts 
the  rather  thick-lensed  eyeglasses  which  he  wears  lor 
his  myopia,  without  complaining  about  them  as  a 
crutch. 

Can  I he  as  sure  as  he  is  that  his  alternatives  rest 
between  a cure  based  on  psychotherapy  and  no  cure 
at  all?  Can  I he  sure  that  his  trouble  is  at  tlie 
cortical  level,  in  the  sense  of  faulty  hut  correctihle 
patterning,  and  not  from  a subcortical  tendency  to 
over-react  with  anxiety  and  the  various  manifestations 
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of  anxiety  ? Can  I he  sure  that  1 can  help  hitn  to  lead 
his  life  better  than  he  is  already  leading  it?  That  is 
the  prohlein  he  presents  to  me. 

That  the  patient  himself  prefers  a cure  not  dependent 
on  medicaments  does  not  impress  me  unduly,  although 
1 admit  it  touches  my  psychotherapeutic  conscience. 
How  could  it  he  otherwise  after  the  influences  to  which 
I have  been  subjected  these  many  years  as  a member  of 
the  body  of  Northamerican  psychiatrists?  For  him, 
having  to  take  dnigs  when  other  people  do  not  is 
in  his  eyes  a lapse  from  perfection,  and,  indeed, 
he  has  many  perfectionistic  traits.  That  he  .should 
have  what  I consider  an  exaggerated  notion  of  the 
relative  importance  of  psychotherapy  as  a means  of 
treatment  in  psychiatry  does  not  settle  the  matter 
for  me  either.  Before  any  of  the  tnodern  psycho- 
Uierapeutic  schools  was  horn  there  was  a strong  ten- 
dency among  people  in  general  to  relate  mental  symp- 
toms to  psychological  events,  as  a reflection  often  of 
external  occurrences.  Psychoanalysis  with  its  emphasis 
on  the  more  or  less  purely  psychological  reinforces 
this  tendency;  hut  the  tendency  is  older  than  psycho- 
analysis. 

Sometimes  a mental  conflict  is  apparent.  If  we  deal 
with  this  and  the  patient  gets  better,  well  and  good. 
But  even  then  - the  gnawing  doubt  - what  would  have 
happened  without  treatment?  Perhaps  an  improvement 
in  the  external  circumstances,  perhaps  some  underlying 
physico-chemical  change  - After  all,  our  lady  of  the 
redundant  psychoneurosis  did  get  worse,  and  not  as  a 
result  of  psychotherapeutic  neglect;  why  may  not  the 
converse  he  true,  that  a psychoneurotic  improve,  hut 
not  as  a result  of  psychotherapeutic  attention?  All 


these  doubts  are  of  course  shared  by  anyone  who 
sees,  after  a year,  patients  for  whom  treatment  was 
recommended  hut  not  facilitated:  many  of  them  have 
by  then  recovered. 

But  psychotherapeutic  nihilism  was  not  my  intended 
message  for  today,  although  I consider  the  lesson  of 
humility  in  regard  to  it  never  ill  taken.  I simply  want 
to  point  out  that  now  we  are  faced,  in  the  context  of 
therapy,  with  the  same  mind-body  problem  that  has 
been  in  the  past  and  still  is  in  the  present  so  troubling 
diagnostically.  Whether  to  attack  on  the  psychological 
or  cortical  level  what  one  imagines  to  be  the  patient’s 
behavioral  or  conceptual  maladaptation  or  to  use 
psychopharmaceuticals  - these  are  the  horns  of  the 
dilemma  as  it  appears  in  relation  to  treatment. 

In  practice,  of  course,  we  often  try  both  - thus 
accommodating  ourselves  to  the  previously  retailed 
formula  or  fiction  - the  drug  makes  the  patient 
accessible,  it  facilitates  psychotherapy.  This  may  lull 
our  misgiving  as  to  whether  we  are  doing  all  possible 
for  the  partievdar  patient  at  the  particular  moment; 
hut  it  is  of  little  solace  intellectually  and  philoso- 
phically. However,  unless  one  is  a philosophic  dualist 
at  bottom,  one  can  take  comfort  in  the  fact  that 
just  as  advances  in  our  knowledge  have  confronted 
us  with  this  problem  now,  further  advances  will  resolve 
it. 
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EL  CABALLO  DEL  DIENTE  DE  ORO 


-Cuando  yo  era  muchacho-  contó  don  Moncho,  arropado  por  la  fría  neblina  cayeyana-Pololo 
ya  era  famoso.  Un  guapo,  de  los  más  duros  del  pueblo.  Calle  arriba  y cuesta  abajo  cabalgaba  su  her- 
moso caballo  blanco.- 

Mi  vecino,  ahora  un  poco  sonrojado  y más  caliente  después  de  servirle,  prosiguió  así: 

-Pues  Pololo  y un  dentista  amigo  suyo,  devorados  por  una  gran  preocupación  cívica,  decidieron 
poner  al  pueblo  en  el  mapa,  ¡y  lo  lograron!  ¡Hicieron  lo  que  nunca  se  había  visto  en  Puerto  Rico! 
Una  noche,  llenos  de  alegría  cayeyana,  ¡le  pusieron  un  diente  de  oro  al  caballo  de  Pololo!  Al  día 
siguiente  el  pueblo  entero  alabó  la  hazaña.  ¡La  algarabía  que  siguió  a Pololo,  al  dentista  y al  caballo, 
calle  arriba,  cuesta  abajo,  me  restrilla  los  tímpanos  hasta  el  día  de  hoy!  - 

Saludable  pausa,  tan  a propósito  en  el  año  nuevo,  que  sirve  al  Editor  para  registrar  algunos  de  los 
contemporáneos  caballos  con  dientes  de  oro  en  nuestra  profesión. 

Tras  varios  años  de  cabalgar,  muchos  jinetes  cansados  abandonan  sigilosamente  la  defensa  de  la 
teoría  del  servicio,  del  servicio  médico  por  el  servicio  mismo.  Deja  de  brillar  el  diente  de  este  caballo 
cuando  nos  damos  cuenta  de  que  a mayor  servicio,  menor  labor  académica,  porque  lo  excesivo  y 
! rutinario  asfixia  la  imaginación.  ¡Albricias  y enhorabuena!  Esperamos  que  el  Boletín  engorde  cuando 
; este  proletariado  médico  asuma  nuevamente  su  labor  creadora,  labor  que  debe  exigirse  a quien  pre- 
tenda ser  líder  en  una  comunidad  académica.  ¡Que  escriban  y produzcan!  Mérito  debe  reservarse 
j para  quienes  justifiquen  su  puesto  con  publicaciones  y contribuyan  con  adelantos  a nuestro  progreso 
■ médico,  y no  para  premiar  a quienes  se  pasan  brilla  que  brilla  el  diente  de  oro  del  caballo  del  servicio 
' para  presentarlo  anualmente  adornado  con  guirnaldas  de  estadísticas.  La  palabra  del  momento  que  se 
avecina  ya  no  es  cantidad  sino  calidad. 

La  jaca  cansada  del  servicio  médico,  sin  embargo,  la  sustituye  un  alazán  brioso,  con  diente  elabora- 
• do  por  orfebre  de  clase,  llamado  educación  médica  continuada.  Nadie  se  atreve  a cuestionarla,  y en 
verdad,  todos  sabemos  que  ni  puede  existir  ni  progresará  programa  alguno  de  educación  médica  con- 
tinuada sin  fortalecer  previa,  adecuada  y generosamente  los  hospitales  de  la  comunidad  con  fondos, 

I programas  de  enseñanza,  equipo  técnico,  medios  audiovisuales,  recursos  humanos  y el  constante 
d intercambio  de  conocimientos  entre  instituciones. 

‘ No  es,  por  ejemplo,  un  atrevimiento  exigirle  por  un  lado  a un  médico  joven  saber  lo  teórico  sobre 
r cateterismo  cardíaco  y circulación  extracorpórea  mientras  por  otro  lado  nos  mantenemos  mudos  cuan- 
do  se  combaten  los  esfuerzos  por  establecer  en  la  comunidad  no  sólo  cateterismo  sino  también  ciru- 
gía de  corazón  abierto  y de  las  arterias  coronarias? 

j Pero  resulta  interesante  notar  mayores  inconsistencias  al  propulsar  el  tema  de  la  educación  médica 
j continuada.  Por  un  lado  hemos  visto  vociferar  las  exigencias  teóricas  de  la  buena  medicina  en  las 
j tribunas  académicas  o en  discursos  huecos  ante  audiencias  cautivas  para  luego,  en  las  esferas  que  cuen- 
tan, consentir  con  silencio  a la  negación  de  esas  prédicas.  Quien  calla  otorga.  ¿No  es  cobardía  aga- 
charnos bajo  nuestra  excusa  histórica:  “somos  pobres;  hay  que  arar  con  los  bueyes  que  tenemos”  y 
olvidarnos  de  nuestra  responsabilidad  profesional  de  exigir  y proporcionar  el  tractor  moderno  esencial 
¡ para  lograr  lo  que  todos  sabemos  es  el  mejor  cuidado  de  nuestros  pacientes?  ¿Y  los  fondos  desper- 
diciados por  la  mala  utilización,  la  desorganización  administrativa  y las  demoras  innecesarias,  no  ser- 


26 


Volumen  63 
Núm.  I 


Editorial 


vin'aii  para  pagar  por  lo  que  se  necesita  tan  urgentemente?  ¿Somos  en  verdad  pobres  o botamos 
lo  que  tenemos? 

Podremos  engañarnos  con  el  oropel  de  la  dentadura  de  este  blanco  caballo,  pero,  ¿se  engañan 
nuestros  internos,  residentes,  estudiantes,  y colegas  jóvenes  al  notar  tal  dicotomía?  Y la  comunidad, 
¿se  satisfacerá  perennemente  con  “eso  no  se  puede  hacer  en  Puerto  Rico”  o “este  hospital  no  es  un 
Centro  Médico?  I.as  últimas  decisiones  en  medicina  legal  sugieren  que  no  permanecerá  callada  y 
exigirá  su  derecho  a mejor  salud. 

¿Quién  tomará  la  iniciativa  para  acercar  todas  las  instituciones  interesadas  y responsables,  y qué 
rol  debe  asumir  esta  Asociación?  ¿Quién  generará  los  fondos  esenciales  para  dotar  nuestros  hospitales 
de  los  medios  técnicos  y electrónicos  ¡mínimos!  indispensables  para  educación  médica  continuada? 
¿Quién  estimulará  a nuestros  estudiantes  y médicos  jóvenes  a proseguirla  labor  educativa  y su  propio 
aprendizaje  al  ocupar  sus  puestos  en  la  comunidad?  ¿Qué  valiente  le  sacará  el  diente  de  oro  del 
“lip  service  ” a este  percherón  para  que  deje  de  ser  un  adorno  y se  ponga  a tirar  del  carruaje? 

Sigamos.  Examinemos  ahora  la  calidad  de  la  enseñanza  de  nuestros  internos  y residentes:  potro 
relinchón  protegido  en  su  corral  con  diente  nuevo,  de  leche  y oro  esta  vez.  Bien  conocida  es  la  regla 
no  escrita  que  exige  al  residente  o interno  abstenerse  de  actividades  pecuniarias:  se  dedicará  total- 
mente al  aprendizaje.  ¡Hosanna!  Bien  conocido  es  también  cuán  frecuentemente  se  viola  esa  ley. 
Algunos,  por  compromisos  familiares,  otros  por  comodidad  personal,  los  menos  por  el  calor  de  los 
billetes.  Sin  lugar  a dudas,  no  podemos  exigir  que  se  cumpla  esta  norma  sin  proveer  por  otra  parte 
medios  económicos  suficientes  para  la  vida  de  un  profesional.  Porque  la  mayoría  de  nuestros  re- 
sidentes e internos  son  profesionales,  ¡y  dignos!  que  trabajan  en  condiciones  muy  adversas.  Pero 
¿con  qué  fuerza  moral  podemos,  nosotros,  c¡ue  bregamos  en  una  u otra  forma  con  la  educación  médica 
postgraduada,  reprochar  de  día  a un  interno  o residente  por  su  crasa  ignorancia  de  la  literatura  y la 
superficialidad  de  sus  conocimientos  médicos,  cuando  por  la  noche  le  aceptamos  trancjuilamente,  de 
igual  a igual,  como  nuestro  compañero  de  faena,  estimulándolo  así  a dedicar  su  tiempo  libre,  no  a 
leer,  a estudiar,  a investigar,  y prepararse  para  crear,  sino  a “cubrir”  tal  o cual  turno  en  las  salas  de 
Emergencia?  ¡Eso  no  contribuye  al  clima  necesario  para  realizar  una  labor  verdaderamente  educativa 
ni  la  base  para  luego  desarrollar  soluciones  a nuestros  problemas  de  salud!  Hay  que  mencionar  tam- 
bién cuán  frecuentemente  pasa  su  tiempo  en  la  “práctica  privada  nocturna”  el  educador,  mientras 
se  apolillan  los  últimos  libros  ....  Y,  si  optamos  por  tal  conducta,  la  de  enseñar  y aprender  a medias, 
ni  le  brillemos  tanto  el  diente  al  caballo  de  la  educación.  ¡Quitémoselo!  Suplamos  los  sueldos  y 
condiciones  necesarias  para  aplicar  la  regla,  tanto  a profesores  como  a estudiantes,  y exijamos  el  nivel 
académico,  la  labor  investigativa  propias  de  nuestra  era,  una  era  que  ya  nos  deja  atrás. 

Resta  cabalgar  un  poco.  Aún  en  los  predios  de  la  medicina  privada,  a veces  en  las  reuniones  de  esta 
Asociación,  son  refrescantes  los  esfuerzos  por  admitir  y eliminar  lo  que  todos  conocemos  que  existe: 
diferentes  niveles  de  excelencia  en  la  práctica  de  medicina  de  la  comunidad.  Aunque  se  dice  que 
estamos  entre  las  naciones  más  ricas  del  mundo,  que  somos  la  número  diecisiete,  no  nos  comportamos 
como  tal.  Los  programas  científicos  de  nuestras  convenciones  reflejan  nuestra  dolorosa  realidad: 
aún  no  es  rutinaria  la  cirugía  cardíaca,  ni  se  ha  comenzado  la  cirugía  de  las  arterias  coronarias;  ata- 
camos tímidamente  las  enfermedades  cardiovasculares,  y amedrenta,  con  excepciones,  lo  que  exige 
la  terapéutica  moderna  en  traumatología,  hipertensión,  trasplantes  y otros.  Cuando  surge  el  problema 
con  amago  de  complicarse,  frecuentemente  se  delega  al  Centro  Médico  o se  refiere  a Estados  Unidos. 
Eso  vale  para  cualquier  procedimiento  costoso  o arriesgado,  aunque  en  otras  latitudes  ya  sea  rutinario 
y propio  de  un  hospital  general.  Hay  excepciones  y no  me  refiero  a ellas.  Nos  coartamos  la  oportu- 
nidad de  servir  y progresar  como  debemos,  al  Centro  Médico  la  de  funcionar  como  debe  y prolongan 
algunos  su  complejo  de  inferioridad  ante  nuestros  colegas  norteamericanos.  ¿Hasta  cuándo? 

Einalmente,  por  lo  menos  nadie  podrá  justificar  moralmente  el  confeccionar  un  diente  de  oro 
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porn  la  hostia,  vieja  y p^aslada,  niieslro  aoompañanlo  desde  have  mucho  tiempo:  la  creencia  de  que 
hay  utilización  plena  de  todos  los  recursos  humanos  en  la  medicina.  Alimentan  a este  cuadrípedo 
senil  ciertos  pampos  e individuos  con  imperios  petpieños,  sin  importancia  alpuna.  Ninpuno  trasciende 
la  Isla:  son  criaturas  del  palio,  resultado  del  '‘inhreedinp”.  Como  resultado,  asistimos  todos  al  triste 
espectáculo  de  médicos  preparados  impedidos  de  loprar  su  pleno  desarrollo,  de  practicar  su  especia- 
lidad adecuadamente,  sublimando  sus  frustraciones  en  actividades  superjluas,  para  eventualmente 
“aplatanarse”  o abandonar  el  país  . . . Todos  sabemos  cthno  se  esconden  las  verdaderas  razones 
y se  excusa  a los  responsables,  quienes  tarde  o temprano,  junto  a sus  padrinos,  tendrán  (pie  rendir 
cuentas  por  su  falsa  representación.  Entonces  se  quedará  mellada  para  siempre,  sin  diente  de  oro,  esta 
yepua,  y Puerto  Rico  indudablemente  se  beneficiará. 

Quizás  otros  sientan  la  responsabilidad  profesional  de  examinar  con  perspicaz  chalanería  los  muchos 
problemas  que  quedan,  entre  ellos  el  éxodo  de  médicos  preparados  de  la  vida  académica,  la  situaciéyn 
actual  de  los  sepuros  médicos  y de  los  sepuros  de  responsabilidad  médica  (malpractice),  la  esperanza 
de  ipual  trato  a pacientes  indipentes  en  hospitales  privados  como  reciben  los  pacientes  pudientes  en 
hospitales  pubernamentales:  los  altos  costos  resultado  de  la  mala  utilización  y demoras  innecesarias: 
la  “displanificación”  y mal  uso  de  nuestros  recursos  médicos:  la  intromisión  de  la  política  en  la 
medicina  y de  la  medicina  en  la  política:  y en  especial,  el  uso  de  la  propapanda  (“la  labia”)  para  ocul- 
tar nuestras  deficiencias  y perpetuar  situaciones  que  benefician  a pocos  y perjudican  a pran  parte  de 
nuestra  población. 

La  peneración  que  nos  precede  eliminó  las  cadenas  de  la  malaria,  tuberculosis,  anemia,  y muchas 
más,  e hizo  posible  nuestro  desarrollo  económico.  Corresponde  a la  nuestra  el  continuar,  el  encauzar, 
y ante  todo,  el  no  despilfarrar  esos  adelantos.  La  profesión  médica  tiene  que  encarar  de  frente  los 
serios  problemas  sociales  del  país,  y si  nuestra  Asociación  quiere  atraer  al  médico  joven  en  vez  de 
continuar  alejándolo  como  en  la  actualidad,  tiene  que  cambiar  su  imapen  desinteresada  y de  club 
privado.  Tenemos  que  señalar  con  valentía  lo  incorrecto,  y cambiarlo. 

Si  rehusamos  enfrentarnos  a nuestros  problemas,  si  no  renunciamos  a la  hipocresía  y a los  per- 
\ sonalismos,  si  abandonamos  nuestras  responsabilidades  cívicas  y profesionales,  seremos  meros  ad- 
miradores de  caballos  con  dientes  de  oro.  Y la  peneración  que  nos  suceda,  interesada  en  algo  más 
! que  dominó,  golf  y baile,  sobreponiéndose  a los  obstáculos  que  nos  opacaron,  desdeñosamente  nos 
dejará  atrás,  eñangotados. 

I 

? Jorge  0.  Just  Viera,  MD 
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ACTUALIDADES  MEDICAS 


UROKINASE  PULMONARY  EMBOLISM  CLINICAL 
TRIAL 

The  clot-dissolving  agent  urokinase  plus  anticoagu- 
lants outperformed  anticoagulants  alone  in  relieving 
pulmonarv  blood-vessel  obstruction  and  improving 
bloodflow  to  the  lungs  in  patients  with  pulmonary 
embolism,  according  to  results  of  the  recently  com- 
pleted Urokinase  Pulmonary  Embolism  Clinical  Trial. 

The  study,  the  first  published  controlled  clinical  stu- 
dy of  the  clot-dissolving  capacity  of  any  fibrinolytic 
agent,  was  carried  out  by  the  National  Heart  and  Lung 
Institute  through  contracts  awarded  by  its  National 
Blood  Resource  Program.  It  involved  a total  of  160 
patients  in  16  co-operating  institutions.  The  study 
results  were  reported  in  the  December  21,  1970  issue 
of  the  Journal  of  the  American  Medical  Association. 

HEPATITIS  ANTIBODY  PLASMA 

Blood  centers  and  hospital  blood  banks  may  be  aided 
in  their  efforts  to  identify  hepatitis  carriers  among 
potential  blood  donors  during  the  next  month  as  a re- 
sult OÍ  a National  Institutes  of  Health  program.  NIH 
will  distribute  a supply  of  plasma  rich  in  hepatitis 
antibody:  an  indispen.sable  reagent  in  all  serological 

tests  developed  thus  far  to  detect  hepatitis  virus. 

During  December,  the  National  Blood  Resource 
Program  (a  component  of  NIH’s  National  Heart  and 
Lung  Institute)  will  divide  equitably  among  State 
and  Territorial  Health  Departments,  for  subsequent 


redistribuDon  free  of  charge  to  those  blood  banks 
requesting  it,  a supply  of  the  plasma.  It  is  hoped 
that  this  supply  will  tide  over  the  Nation’s  blood 
banks  until  commercial  preparations  become  avail- 
able. 

The  acquisition  of  this  supply  of  antibody-rich' 
plasma  was  a cooperative  endeavor  involving  the  Na-' 
tional  Hemophilia  Foundation,  the  Division  of  Bio- 
logies Standards,  the  Massachusetts  State  Laboratory,'' 
and  the  National  Blood  Resource  Program,  which 
also  supported  the  project  through  research  contracts 
totalling  #50,160. 


HEPATITIS  SUSPECT  REGISTRY  DEVELOPED  BY¡ 
RED  CROSS 


The  American  National  Red  Cross  Blood  Program 
in  conjunction  with  the  Southeastern  Michigan  Red 
Cross  Blood  Center,  Detroit,  Michigan  developed  a 
hepatitis  suspect  registry  using  automatic  data  proces-| 
sing  methods  to  quickly  identify  suspected  carriers  of 
hepatitis. 

Believed  to  be  the  first  system  of  its  kind  in  the 
United  States,  the  Red  Cross  registry  which  has  been 
operating  for  only  one  week  has  already  proved  its 
effectiveness  by  finding  that  a recent  blood  donation 
came  from  a person  who  is  on  the  hepatitis  suspect 
list. 
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NOTICIAS 


HOSPITAL  MAY  BK  “STRICTLY  LIABLE”  FOR  HEPATITIS 
IN  BLOOD  TRANSFUSIONS. 

In  a landmark  decision,  the  Supreme  Court  of  Illinois 
held  that  a hospital  may  he  liable  to  a patient  who  contracts 
serum  hepatitis  from  a blood  transfusion,  eveti  though  de- 
tection of  the  hepatitis  virus  before  transfusion  may  be  dif- 
ficult or  impossible.  Reversing  an  appellate  court’s  dismissal 
of  tlie  patient’s  suit,  the  reviewing  court  sent  the  case  back 
to  the  trial  court  to  hear  the  evidence  (Cunningham  v.  MacNeal 
Memorial  Hospital).  The  hospital  has  filed  a petition  for 
rehearing. 

A similar  result,  based  on  a different  theory,  was  reached 
by  the  Supreme  Court  of  Pennsylvania  in  a suit  against  a 
hospital  for  transfusion  of  blood  allegedly  contaminated  witli 
the  hepatitis  virus.  The  Pennsylvania  decision,  held  that  blood 
transfusions  may  possibly  carry  implied  warranties  of  mer- 
chantability and  of  fitness  for  a particular  purpose  (Hoffman 
V.  Misericordia  Hospital  of  Philadelphia). 

In  contrast,  the  Cunningham  decision  was  based,  not  on 
implied  warranties  in  a contract,  but  on  strict  liability  in  tort. 

NEW  SELF-ASSESSMENT  PROGRAM  OFFERED  TO  PHY- 
SICIANS 

A new  opportunity  for  physicians  to  assess  their  own  me- 
dical knowledge  has  been  announced  by  the  American  College 
of  Physicians  (ACP). 

The  College’s  Second  Medical  Knowledge  Self-Assessment 
Program,  consisting  of  700  questions  in  nine  different  areas 
of  general  medicine,  will  be  made  available  to  all  physicians-- 
whether  or  not  tliey  are  members  of  the  medical  specialty 
organization. 

According  to  the  ACP’s  Ad  Hoc  Committee  on  Continuing 
Education,  the  Program  is  designed  to  help  individual  phy- 
sicians determine  the  current  level  of  their  own  biomedical 
knowledge. 

The  questions  will  cover  nine  special  areas  of  medicine- 
hematplogy,  rheumatology,  neurology,  pulmonary  disease,  in- 
fectious disease  and  allergy,  gastroenterology,  renal  disease 
and  electrolytes,  endocrinology  and  metabolic  disease  and 
cardiovascular  disease.  Nine  committees,  consisting  of  au- 
thorities in  each  area,  prepared  the  questions,  basing  them 
on  “biomedical  information  which  has  developed  during  the 
past  decade  which  can  and  should  be  applied  in  certain 
circumstances  in  the  care  of  the  sick.” 

The  ACP  said  that  a method  has  been  devised  for  the 
Second  Self-Assessment  Program  to  enable  participants  to 
tell  how  they  did  in  comparison  to  the  whole  group-yet  with 
preservation  of  the  anonymity  of  each  physician.  (If  the 


participant  wants  to  have  his  own  results  become  part  of  the 
group  norm,  he  is  asked  to  answer  questions  without  reference 
material  or  other  help.) 

To  take  part  in  the  1971  Program,  physicians  who  have  not 
received  a prospectus  may  obtain  one  by  writing  The  American 
College  of  Physicians,  Box  MKSAP-11,  4200  Pine  Street,  Phila- 
delphia, Pa.  19104.  Cost  of  participation  is  $20.00  for  ACP 
members;  $40.00  for  non-members. 


SYMPOSIUM  ON  THE  PATHOPHYSIOLOGY,  DIAGNOSIS 
AND  MANAGEMENT  OF  HYPERTENSION 
FEBRUARY  18-19,  1971 

Scientific  session  of  Thursday,  February  18  will  be  held  at  the 
Auditorium  Veterans  Administration  Hospital.  Scientific  ses- 
sions of  Friday,  February  19  will  be  held  at  the  Auditorium 
University  District  Hospital.  Both  institutions  are  located 
at  the  Medical  Center,  Rio  Piedras,  Puerto  Rico. 

fPednesday,  February  1 7 

PM 

1:00-3:00  Registration  - Lobby,  Veterans  Administration 
Hospital 

Thursday,  February  18 
AM 

8:00  Registration  - Lobby,  Veterans  Administration 

Hospital 

8:50  Welcome  - Mr.  Edward  W.  Christensen 

Dr.  José  Sifontes 

A.  PATHOPHYSIOLOGY 
Dr.  Eli  A.  Ramirez  presiding: 

9:00  Kinetics  of  the  renin-angiotensin  System  - Dr. 

Anne  B.  Gould 

9:20  The  renin-angiotensin  system  in  hypertension  - 

Dr.  Walter  Kirkendall 

9:40  Effects  of  hypoxia  upon  the  renin-angiotensin 

system  - Dr.  Anne  B.  Gould 
10:00  Recess 
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10:20  Patliophysiology  of  hypertension  in  chronic 

renal  parenchymal  disease  - Dr.  Gaddo 
Onesti 

10:40  New  developments  in  malignant  hypertension  - 

Dr.  Walter  Kirkendall 

11:00  Panel  discussion:  Pathophysiology-  of  hyper- 

tension - Drs.  Eli  A.  Ramirez,  Anne  B.. 
Gould,  Walter  Kirkendall  and  Gaddo  Onesti 

PM 

12:15  Lunch 

B.  DIAGNOSIS 

Dr.  Osvaldo  Ramirez  Muxó  presiding: 


10:00  Recess 

10:20  Management  of  ambulatory  patients  with  dias- 

tolic hypertension  - Dr.  Albert  N.  Brest 

10:40  Effectiveness  of  treatment  in  preventing  mgjor 

complications  of  hypertension  - Dr.  Edward 
D.  Freis 

11:00  Panel  discussion:  Treatment  of  essential  hyper- 

tension and  its  complications  - Drs.  Mario 
R.  Garcia  Palmieri,  Gaddo  Onesti,  Charles 
Swartz,  Albert  N.  Brest,  Eli  A.  Ramirez  and 
Edward  D.  Freis 

PM 

12: 15  Lunch 


2:00 

Diagnostic  approach  to  the  hypertensive  pa- 
tient - Dr.  Osvaldo  Ramírez  Muxó 

2:20 

Mass  screening  for  hypertension  by  electro- 
cardiometer  - Dr.  Daniel  K.  Bloomfield 

2:40 

Natural  history  of  hypertension  - Dr.  Edward 
D.  Freis 

3:00 

Recess 

3:20 

Laboratory  diagnosis  of  renal  hypertension  - 

> 

. Dr.  Albert  N.  Brest 

3:40 

Definitive  diagnosis  of  surgically  correctable 

. . t 

renal  hypertension  - Dr.  José  L.  Cangiano 

4:00 

Panel  Discussion:  Diagnosis  of  hypertension  - 
Drs.  Osvaldo  Ramírez  Muxó,  Daniel  K. 
Bloomfield,  Albert  N.  Brest,  José  L.  Can- 
giano and  Edward  D.  Freis 

Friday,  February  1 9 

C.  TREATMENT:  ESSENTIAL  HYPERTENSION 


D.  TREATMENT:  ESSENTIAL  AND 
SECONDARY  HYPERTENSION 

Dr.  José  L.  Cangiano  presiding: 

2:00  Management  of  hypertensive  crisis  - Dr.  Edward 

D.  Freis 

2:20  Hemodynamic  evaluation  of  Prostaglandins 

and  its  possible  application  in  the  treatment 
of  hypertension  - Dr.  Natoo  C.  Patel 
2:40  Renal  arterial  hypertension:  surgical  vs.  me- 

dical management  - Dr.  Walter  Kirkendall 
3:00  Recess 

3:20  The  relation  of  cardiac  output  to  hyperten- 

sion in  uremia  - Dr.  Charles  Swartz 
3:40  The  management  of  hypertension  associated 

with  renal  failure  - Dr.  Gaddo  Onesti 
4:00  Panel  discussion:  Treatment  of  secondary 

hypertension  - Drs.  José  L.  Cangiano,  Ed- 
ward D.  Freis,  Natoo  C.  Patel,  Walter  Kir- 
kendall, Charles  Swartz  and  Gaddo  Onesti 


Dr.  Mario  R.  Garcia  Palmieri  presiding: 


AM 

9:00 

9:20 

9:40 


Mechanisms  of  action  of  antihypertensive  drugs 
Dr.  Eli  A.  Ramirez 

Cardiac  and  renal  hemodynamic  responses  to 
drug  therapy  - Dr.  Charles  Swartz 
New  antihypertensive  agents  - 1971  - Dr. 
Gaddo  Onesti 


Program  is  acceptable  for  13  prescribed  hours  by  the  American 
Academy  of  General  Practice. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE 
Dr.  Herman  J.  Flax,  Chief,  Physical  Medicine  and  Rehabili- 
tation Service,  San  Juan  Veterans  Administration  Hospital,  was 
recently  elected  President  of  the  American  Congress  of  Rehabi- 
litation Medicine. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


once-popular  treatment  for  back  pains 
•as  to  have  the  seventh  son  of  a seventh  son 
and  or  walk  on  the  patient's  back. 


A realistic 
approach 

to  pain 
relief 


Empirin’* 

lüotnpound  with  Codeine 
:?hosphate  gr.  1/2  No.  3 

sach  tablet  contains: 

Í odeine  Phosphate  gr.  1/2  (Warning— 

'I lay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

|.spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

|ceeps  the  promise 
>f  pain  relief 

, .W.  & Co.'  narcotic  products  are 
•lass  "B",  and  as  such  are  available  on  oral 
■escription,  -where  State  law  permits. 

1^  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

{ TVickahoe,  N.Y. 


¡Dr  headache,  a sovereign  remedy  was 
t wear  a snakeskin  round  one's  head. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s disease  and  syndrome 


Larodopa® 

levodopa/Rwhe 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING  OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Useful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications:  In  patients  for  whom  a sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors'  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage)  ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardio- 
respiratory functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions:  Most  frequently  occurring:  nausea,  ano- 
rexia, emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi- 
ness, sedation,  dyskinesia;  psychiatric  symptoms  such  as  agita- 
tion, anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psyc/:iairic— suicidal  tenden- 
cies, increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  reeuro- 
/ogícaí— ataxia,  convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas- 
trointestinal—consú^exion,  diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea,  j 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of  j 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  card¿ot;ascu/ar— nonspecific  i 
EGG  changes,  palpitations,  hypertension,  flushing,  phlebitis;  j 
hematological— \\tmo\yúc  anemia  (1  case);  dermatological 
—sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo- 
skeletal—\o\r  back  pain,  muscle  spasm  and  twitch- 
ing, blepharospasm,  musculoskeletal  pain;  respira- 
iory— feeling  of  pressure  in  the  chest,  cough,  hoarse- 
ness, bizarre  breathing  pattern,  postnasal  drip;  uro- 
genital—urinary  frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  senses— blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn- 
drome; other— ie\er,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/ or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SCOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  PBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi- 
bility of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules,  containing  0.25  Gm  levodopa  (pink  and  beige,  im-  . 
printed  Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)— bottles  of  100  and  500. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Cuando  comen  lo  que  les  gusta 

u nn  In  niio  Hahan  


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Umcap  TherapeutíG 

10  vitaminas  combinadas  con  7 minerales 


Cada  tableta  contiene; 

Vitamina  A 

Vitamina  D 

Mononitrato  de  Tiamina  (B-1) 

Riboflavina  (B-2)  

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio) 

Niacinamida  

Clorhidrato  de  Piridoxina  (B-6)  

Pantotenato  de  Calcio  

Cobalamina  (B-12)  (como  concentrado  de  cobalamina) 

Vitamina  E 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso) 

Yodo  (como  yoduro  de  potasio)  

Calcio  (como  carbonato)  

Cobre  (como  sulfato)  

Manganeso  (como  sulfato)  

Magnesio  (como  sulfato)  

Potasio  (como  sulfato)  


1.5  mg. 
10  mcg. 
10  mg. 
10  mg. 
300  mg. 
100  mg. 

2 mg. 

20  mg. 
20  mg. 

30  Unidades  Internacionales 

10  mg. 

0.15  mg. 

50  mg. 

1 mg. 

1 mg. 


6 mg. 
5 mg. 


Poso/ogía;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 


Presentación:  Frascos  de  30  y 90 


Upjohn 


PR  5226.1  MAY.  1969 
6811  MARCA  REGISTRADA  EN  E.U.A.:  UNICAP  THERAPEUTIC 


UPJOHN  INTER-AMERICAN  CORPORATION  / CAPARRA / PUERTO  NUEVO 


anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can  1 1 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  repotti 
very  rarely  in  patients  receiving  the  dru 
and  oral  anticoagulants;  causal  relatior 
ship  has  not  been  established  clinically, 
Adverse  Reactions:  Drowsiness,  ataxia  ai 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasii 
ally  observed  at  the  lower  dosage  rang 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolatec 
instances  of  skin  eruptions,  edema,  min 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptom 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocy 
sis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  makii 
periodic  blood  counts  and  liver  functior 
tests  advisable  during  protracted  therai , 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  tor  enemaphobia 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  'accidents  ', 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  mayalso  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax  1.. it’s  predictable 

bisacodyl 


^ GElGY  PHARMACEUTICALS,  DIVISION  OF  GF IGY  CHEMICAL  CORPORATION.  AROS  LEY.  NFWYORK  1050? 
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Efudex: 

(fluorouracil) 

cream /solution 


In  the  treatment  of  } 

solar/actinic  keratoses- 

An  alternative 

to  cold,  fire  and  steel  i 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completel) 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic  1 
keratoses  which,  as  expected,  have  not  i' 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
'especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring. 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
Thi  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

" Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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Reduces  the  risk  of  gastric  distress  from  aspirin,  especially  when 
high  doses  are  used,  as  in  arthritis.  And  Ascriptin'  is  advertised 
only  to  you... not  to  your  patient. 
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CARNATION®  EVAPORATED  MILK,  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


Carnation  Evaporated 
Milk.  Baby^s  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 
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reusable  needle 
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Supplied:  in  packages  of  10— 
PLASTIPAK  syringe  U-40  (red)  or 
PLASTIPAK  syringe  U-80  (green) 
Prescription  required  in  most  states. 
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MALPRACTICE  INSURANCE  - 

Present,  and  the  Uncertain  Future 
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Most  physicians  are  becoming  increasingly  alarmed 
about  the  subject  of  professional  liability.  Their 
concerns  are  justified:  premiutn  rates  are  skyrocketing, 
tlie  chances  are  that  one  doctor  in  five  will  have  at  least 
one  claim  filed  against  him  during  his  professional 
career,  and  some  “high-risk”  and/or  malpractice-prone 
physicians  are  unable  to  get  coverage  at  any  price! 
Congress  and  some  state  legislatures  have  also  expressed 
concern.  The  report,  “Medical  Malpractice:  the  Patient 
vs.  the  Physician,”  of  Senator  Ribicoff’s  Subcommittee 
was  1,060  pages  in  length. 

It  is  not  difficult  to  document  the  soaring  costs  of 
premiums,  which  began  in  1967.  On  November  22, 
1967,  the  American  Medical  Association  estimated 
rates  had  increased  from  10  to  50  per  cent  in  20  states. 
This  was  the  first  general  increase  since  1959.  In 
October,  1969,  the  Nettleship  Company  increased  rates 
in  the  Los  Angeles  area  by  110  per  cent  and  premiums 
for  general  surgeons  went  from  >1,900  annually  to 
♦3,900. 

The  Insurance  Rating  Board  rates  were  recently 
increased  as  indicated  in  Table  I. 

Ohio  physicians  have  been  somewhat  more  for- 
tunate than  their  colleagues  in  some  other  states. 
Table  II  indicates  the  rate  increases  and  percentage 
of  increases  since  January  1,  1966,  for  the  company 
that  writes  malpractice  insurance  for  the  majority 
of  the  doctors  in  Ohio. 

Insurance  Companies’  Viewpoint 

The  reasons  for  the  accelerated  increase  of  pre- 
mium rates  is  easy  to  document.  Insurance  companies 
allege  they  are  losing  money  on  malpractice  insurance. 
Lloyds  of  London  and  many  of  the  largest  companies 
which  have  written  malpractice  insurance  have  with- 
drawn from  the  market.  One  insurance  company 
executive  in  California  contends  that  no  company 
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has  made  money  on  malpractice  insurance  since  1953, 
and  the  consortium  of  insurance  companies  in  Califor- 
nia has  lost  >20  million  in  recent  years.  An  executive 
of  Aetna  stated  that  his  company  has  lost  ♦!()  million 
on  malpractice  insurance  since  1968.  A complicating 
factor  is  that  perhaps  only  the  tip  of  the  iceberg  is 
showing.  T’  - experience  of  the  carriers  indicates 
that  it  requires  about  five  years  before  claims,  settle- 
ments, and  suits  are  finalized.  Because  of  the  escalating 
number  of  claims  and  size  of  awards,  the  carriers’ 
actuaries  cannot  project  future  costs;  thus,  it  will  be 
1975  before  they  will  know  their  costs  for  1970. 

It  is  also  common  knowledge  that  the  amount  of 
awards  granted  to  successful  plaintiffs  has  been  in- 
creasing. In  California  recently  there  have  been  awards 
of  ♦1,200,000  and  >1,400,000.  Two  awards  made  in 
Florida  exceeded  one  million  dollars  each.  One  au- 
thority has  estimated  that  1969  experience  will  show 
that  the  average  award  made  for  treatments  during 
1969  will  average  >69,000  per  successful  claim.  (It 
is  interesting  to  note  that  some  authorities  estimate 
that  only  30  per  cent  of  the  claims  will  have  any 
merit.) 

Although  most  authorities  are  agreed  that  the  num- 
ber of  claims  has  been  increasing,  there  is  little  pu- 
blished documentation.  The  carriers  are  naturally 
reluctant  to  have  their  actual  experiences  published. 
However,  Aetna  Life  and  Casualty  has  said  that  the 
number  of  claims  has  increased  43  per  cent  in  the  past 
five  years.  During  this  period,  the  average  cost  per 
claim  jumped  200  per  cent. 

The  view  has  been  expressed  that  there  are  unques- 
tionably more  claims  because  the  volume  of  medical 
services  performed  has  increased  considerably  in  recent 
years  because  of  Medicare,  Medicaid,  increased  partici- 
pation in  private  health  insurance,  and  the  increases 
in  population.  In  testimony  before  the  Ribicoff 
Subcommittee,  Richard  P.  Bergen,  director  of  the 
American  Medical  Association’s  Legal  Research  De- 
partment, said,  “My  feeling,  which  I can’t  prove  or 
disprove,  is  that  the  actual  number  of  suits  has  in- 
creased, hut  the  rate  of  suits  per  units  of  patient  care 
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has  not  increased.” 

Causes  for  Increased  Claims 

There  are  several  causes  for  the  increased  number 
of  claims  and  size  of  the  dollar  awards: 

1.  There  has  been  a breakdown  in  the  traditional 
patient-physician  “rapport”  caused  by  the  defendant 
doctor.  This  includes  fee  disputes,  defective  records, 
concealment  of  facts,  and  inadequate  consent.  A 
contributing  factor  may  be  that  doctors  with  high 
patient  loads  may  not  be  spending  as  much  time 
with  individual  patients  as  they  did  formerly. 

2.  The  attitude  of  the  patient  toward  the  physi- 
cian and  the  profession  in  general  has  changed. 
The  increased  mobility  of  the  population  leaves 
little  time  to  establish  sound  doctor-patient  relation- 
ships. Also  contributing  to  the  problem  have  been 
the  publicity  given  to  huge  awards,  and  television 
programs.  Another  adverse  factor  has  been  the 
publicity  on  new  drugs,  vaccines,  transplants  and 
other  surgical  procedures  which  leads  the  public 
to  expect  too  much.  As  a result  of  this  journa- 
listic “conditioning,”  patients  are  decidedly  more 
prone  to  blame  the  treating  physician  whenever  the 
outcome  of  the  course  of  treatment  proves  unsatis- 
factory. Some  students  of  the  problem  add  that 
patients  have  been  led  to  believe  that  doctors’  earn- 
ings are  high  and  they  resent  it. 

3.  There  has  been  considerable  controversy  as  to 
the  impact  of  the  contingency  fee  system  on  the 
increasing  number  of  claims.  It  seems  agreed  that 
of  every  award  or  settlement  one  third  to  one  half 
is  going  to  the  lawyers.  In  January,  Health,  Educa- 
tion and  Welfare  Secretary  Finch  was  quoted  as 
saying  that  he  “has  special  insight  into  the  problem 
(malpractice)  because  he  supported  himself  on  such 
suits  in  the  early  days  of  his  practice.” 

4.  Many  courts  have  taken  a more  liberal  stance 
in  recent  years.  The  most  outstanding  example  of 
this  is  that  California  and  other  state  courts  are  now 
using  the  doctrine  of  res  ipsa  loquitur  — the  thing 
speaks  for  itself.  The  unconditional  application 
of  this  doctrine  puts  the  burden  on  the  defendant, 
and  unfairly  fails  to  reconcile  situations  which  are 
rare  accidents,  those  which  are  calculated  risks, 
and  those  of  negligence.  This  doctrine  has  not  been 
accepted  by  the  courts  of  Ohio. 

Other  examples  of  the  changing  views  of  the 
courts  are  that  California’s  Supreme  Court  has  ruled 
that  any  doctor  who  does  a specialist’s  work  must 


perform  at  the  same  level  of  competence  as  the 
specialist,  even  if  the  doctor  serves  in  a remote  vil- 
lage, and  performs  surgical  procedures  with  limited 
facilities,  equipment  and  personnel.  Also,  in  many 
states,  the  statute  of  limitations  runs  from  the  time 
of  discovery  rather  than  time  of  treatment.  It 
should  also  be  remembered  that  advances  in  medicine 
lead  to  more  intricate  and  complex  fields  and  surgical 
procedures  where  the  risks  are  increased. 

The  Vicious  Cycle 


The  general  public  should  share  the  physician’s 
concern  about  the  malpractice  situation.  Physicians 
hoping  to  protect  themselves  are  likely  to  order  more 
than  the  usual  number  of  x-rays  and  tests,  hospitalize 
patients  more  readily,  and  call  in  more  and  more 
specialists  to  confirm  diagnoses.  All  of  this  adds  to  the 
costs  of  health  care.  It  is  also  likely  that  some  doctors 
will  forego  performing  certain  diagnostic  tests  or  treat- 
ment procedure  for  fear  of  being  sued  if  something 
goes  wrong.  The  Ribicoff  Subcommittee  report  con- 
tains this  statement:  “It  is  inevitable  that  increase 
in  malpractice  insurance  rates  will  force  physicians 
and  hospitals  to  increase  their  respective  rates  and  fees.” 

Several  remedies  to  solve  the  problem  have  been 
suggested: 

1.  Group  insurance  for  state  association  members. 
At  least  13  state  associations*  sponsor  and  endorse 
a particular  carrier.  However,  a 1968  o.s.m.a.  post 
card  survey  to  determine  the  members’  inclination 
to  participate  in  a group  plan  showed  that  only 
18.6  per  cent  of  the  membership  was  interested. 

2.  The  carriers,  of  course,  believe  that  suits  can 
be  avoided  by  improved  procedures  with  reference 
to  surgical  skill,  surgical  judgment,  the  securing  of 
informed  consent,  and  better  rapport  with  the 
patient.  One  carrier  estimates  that  one-half  of  all 
claims  are  avoidable. 

3.  Many  physicians  think  that  the  number  of 
suits  would  be  reduced  if  the  contingency  fee  system 
were  eliminated  or  modified.  Considering  the  num- 
ber of  plaintiff  attorneys  who  are  in  the  state  legis- 
lature, or  who  have  considerable  influence  with 
legislators,  this  remedy  seems  to  have  little  chance 
of  becoming  law.  However,  it  might  be  possible 
to  secure  passage  of  a statute  which  would  esta- 
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blish  a sliding  scale  of  fixed  percentages  for  the 
plaintiff  attorney’s  share  of  the  award  in  a decre- 
mental  manner.  In  other  words,  the  plaintiff’s 
attorney  would  receive  a smaller  percentage  of  a 
high  award,  and  a higher  percentage  in  cases  in- 
volving lower  awards.  Precedence  has  been  esta- 
blished somewhat  for  this  in  that  lawyers’  fees 
are  fixed  by  law  in  this  manner  in  the  settle- 
ment of  estates. 

4.  There  have  also  been  many  recommendations 
that  would  involve  the  use  of  a panel  of  experts, 
arbitrators,  and  compulsory  arbitration.  The  car- 
riers and  many  authorities,  view  this  recommenda- 
tion with  considerable  alarm.  They  point  out  that 
this  would  not  preclude  a patient  who  is  dissatis- 
fied with  the  decision  of  the  panel  or  arbitration 
board  from  taking  his  case  to  court.  They  further 
point  out  most  emphatically  that  this  would  only 
serve  as  a “fishing  expedition”  for  the  patient’s 
attorney  and  the  information  thus  secured  could 
be  used  to  weaken  the  case  of  the  physician  when 
his  suit  was  tried  in  court. 

5.  The  California  Medical  Association  has  success- 
fully sponsored  five  bills: 

—Plaintiffs  have  to  post  *500  cost  bond  which 
is  forfeitable  in  the  case  of  a “frivolous”  claim. 

—Immunity  is  granted  to  all  attendings  who 
respond  to  a call  by  a hospital  for  resuscitation 
volunteers. 

—The  proceedings  of  hospital  utilization  and 
tissue  committees  cannot  be  subpoenaed  by  plain- 
tiff’s attorney  unless  the  defendant  doctor  was 
present  at  the  committee  sessions. 

—Insurers  can  make  advance  payments  for 
medical  care  and  other  expenses  before  the  issue 
of  liability  is  resolved. 

—Either  sside  can  request  a preliminary  trial 
on  the  question  of  whether  the  statute  of  limita- 
tions has  run  out  before  the  substance  of  a suit  is 
tried. 

6.  One  interesting  recommendation  is  that  the 
patient  take  out  malpractice  insurance.  For  example, 
an  obstetrics  patient  might  secure  insurance  to  cover 
an  unfortunate  result  of  treatment.  Although  at  first 
thought  this  might  sound  revolutionary,  it  is  not 
much  different  from  the  concept  of  the  flight  insur- 
ance sold  at  airports. 

7.  Other  suggested  remedies  include  those  of  a 


statutory  limitation  on  jury  awards,  that  legislatures 
pass  a firm  staUite  of  limitations  regarding  malpracti- 
ce, and  that  administration  of  malpractice  be  placed 
in  the  hands  of  states,  similar  to  that  of  workmen’s 
compensation,  with  a scale  of  payments  and  da- 
mages. 

8.  A further  recommendation  is  that  o.s.m.a. 
conduct  a series  of  malpractice  workshops  to  pro- 
vide guidelines  for  improving  patient  relations  and 
for  preventing  possible  areas  of  negligence.  This 
might  be  a step  in  the  right  direction.  However, 
it  seems  likely  that  the  physicians  who  may  need 
help  the  most  would  not  attend,  and  the  physicians 
who  need  such  assistance  the  least  would  attend. 
.4n  insurance  company’s  experience  with  a par- 
ticular physician  may  be  very  significant.  Jason 
Crain,  an  insurance  consultant  to  a number  ol 
hospitals  and  clinics  in  the  Cleveland  area,  has 
been  quoted  as  saying  “one  risk-prone  doctor  in 
5,000  can  cause  a 25  per  cent  increase  in  pre- 
miums.” 

9.  The  Ribicoff  Subcommittee  report  indicates 
that  the  problem  will  grow  to  such  proportions 
that  the  federal  government  may  have  to  provide 
a solution.  It  might  have  to  consider,  for  example, 
a re-insurance  pool  to  which  it  would  contribute. 
As  stated  in  the  title,  the  upcoming  number  of 

claims,  size  of  awards,  and  amount  of  the  premiums 
for  professional  liability  insurance,  is  uncertain.  How- 
ever, some  relief  may  soon  emerge.  The  a.m.a.  is 
conducting  an  intensive  fact-finding  survey  to  seek 
more  economical  ways  of  underwriting  professional 
liability  insurance  and  more  effective  techni(jues  ot 
averting  or  coping  with  malpractice  problems.  In 
studying  alternative  methods,  the  a.m.a.  is  seeking 
to  determine  whether  it  would  be  feasible  for  the 
a.m.a.  to  sponsor,  in  co-operation  with  state  medical 
societies  and  insurance  carriers,  a nationwide  profes- 
sional liability  insurance  program.  At  the  1969  annual 
and  clinical  conventions,  the  House  of  Delegates  di- 
rected that  “urgent  priority”  be  given  to  the  search 
for  solutions  to  professional  liability  problems. 
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Nuestro  último  bosquejo  terapéutieo  (1)  indicó  pautas 
sencillas  para  el  tr;  amiento  sintomático  de  la  fiebre  en  los 
nulos  pequeños.  A aquel  bosquejo,  redactado  de  tal  manera 
que  pudiera  servir  orno  recordatorio  a médicos,  y,  además, 
para  el  adiestramien  y del  personal  auxiliar  y para  las  explica- 
ciones e instruccione  a dar  a las  madres  de  los  niños,  deseamos 
añadir  la  siguiente  in  omiación  en  espera  de  que  sea  útil  a nues- 
tros colegas. 

I.a  literatura  j ídiátrica  reciente  ha  insistido  sobre 
la  actitud  a adopt  ir  y el  tratamiento  a escoger  ante  un 
niño  con  fiebre.  Smith  (2)  encarece  a los  pediatras 
que  no  se  obstin  n contra  la  fiebre  por  más  que  ésta 
sea  “la  principal  ( ilamidad”  de  su  oficio.  “Trate  Ud. 
al  niño,  y no  ai  termómetro”,  nos  recuerda.  Evoca 
el  trabajo  de  L\  off  (3),  quien  adujo  que  la  fiebre 
puede  ser  — conl  a las  virosis  — de  provecho  al  orga- 
nismo humano,  or  cuanto  la  multiplicación  vírica 
se  detiene  a es,  ? temperaturas.  Pero,  acerca  del 
papel  que  la  fi  bre  desempeña  como  mecanismo 
de  defensa,  en  r-  alidad  se  sabe  aún  muy  poco.  En 
particular  carece  le  pruebas  fehacientes  su  presunta 
acción  estimulant  de  la  respuesta  inmunológica.  Por 
lo  demás,  las  fri<  iones  con  agua  o con  alcohol  han 
de  ser  moderadas.  Apunta  Smith  que  el  paciente  tem- 
blará de  provocar  i en  él  un  descenso  abrupto  o seña- 
lado de  la  temper  itura,  lo  que  llevará  a un  fin  exacta- 
mente opuesto  al  ue  se  persigue:  la  creciente  actividad 
muscular  del  suje  o producirá  calor.  La  aparición  de 
temblor  en  un  nii  y a quien  tratamos  sintomáticamente 
por  fiebre  alta  in  icará,  pues,  que  debe  cesar  el  trata- 
miento. 

Steele  y colab(  radores  compararon  los  efectos  que 
surten  contra  la  bíbre  lavados  con  esponjas  empapadas 
de  agua  tibia,  es  :os  mismos  lavados  asociados  a la 
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administración  por  vía  oral  de  acetaminofén,  los  lavados  , 
con  esponjas  ei"papadas  de  agua  helada  más  tomas  de 
acetaminofén,  ios  lava  con  esponjas  empapadas  de  | 
alcohol  en  partes  iguales  cc  . .:gup  tibia  más  tomas  de 
acetaminofén,  el  tratamiento  per  os  de  acetaminofén  ^ 
sin  recurrir  a lavados  con  esponjas,  y,  por  último,  | 
la  administración  oral  y exclusiva  de  un  placebo  en 
130  niños  cuya  edad  promedio  fue  de  26  meses  (4).  ' 
Concluyeron,  contrario  a lo  que  sugeríamos  en  nuestro  [ 
bosquejo  anterior,  que  los  lavados  con  esponjas  empapa-  1? 
das  de  agua  helada  o de  alcohol  mezclado  en-  partes  I 
iguales  con  agua  tihia  eran  superiores  a los  demás 
métodos  para  obtener  un  descenso  de  la  temperatura. 
Superiores,  sí,  pero  al  precio  de  causar  incomodidad 
a los  pacientes.  Los  que  recibieron  lavados  con  agua  | 
tibia  se  sintieron  mejor  durante  el  tratamiento. 

Por  otra  parte,  convien ' recordar  que  el  uso  del 
isopropanol  para  lavados  o fricciones  no  está  exento 
de  peligro  en  niños  pequeños.  En  la  literatura  hay 
descritos  (5)  (6)  (7)  casos  de  coma  producido  por  la 
aplicación  tópica  de  ese  alcohol,  el  más  reciente  (7) 
en  un  bebé  de  6 meses.  / 

El  isopropanol  lleva  al  sopor  mucho  más  fácil-  ' 
mente  que  el  alcohol  etílico  porque  su  cadena  de 
carbonos  es  más  larga.  Aparentemente,  se  cataboliza 
y elimina  con  mayor  demora.  En  pane,  ademas,  se 
oxida  para  dar  acetona,  que  también  abate  al  sistema  : 
nervioso.  Quizás  en  estos  casos  ejerció  el  isopropanol 
su  acción  nociva  no  tanto  porque  penetró  por  la  piel 
sino  porque  el  niño  inhaló  sus  efluvios  cuando  se  le 
trató  en  un  recinto  mal  ventilado.  Tiene  importancia 
ese  detalle,  ahora  que  se  difunde  en  Puerto  Rico  la 
construcción  de  salas  de  tratamiento  y/o  de  urgencias 
virtualmente  cerradas  para  facilitar  el  acondiciona- 
miento del  aire. 
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THE  HISTORY  OF  THE  DISCOVERY  OF 
L DOPA  AS  TREATMENT  IN  PARKINSONISM 


Prior  to  the  use  of  reserpine  it  was  difficult 
to  produce  parkinson-like  symptoms  in  the  ex- 
perimental animal  due  to  the  failure  of  anatomical 
lesions  in  bringing  about  the  symptoms.  Toxic  ef- 
fects of  reserpine  in  humans  are  capable  of  produc- 
ing extrapyramidal  symptoms  which  could  mimic  dys- 
tonia and  parkinson-like  syndromes. 

In  1955  it  was  first  demonstrated  by  Pletscher, 
Shore  and  Brodie  (1)  that  reserpine  could  reduce  levels 
of  a brain  amines. 

It  was  Carlsson  (2)  who  in  1959  found  that  in  rabbits 
reserpine  depletes  the  corupus  striatum  of  its  principal 
amine  dopamine  with  the  results  of  extrapyramidal 
symptoms.  The  effect  of  reserpine  could  be  reversed 
by  dopa,  the  metabolic  precursor  of  dopamine. 

The  state  of  deficiency  in  human  parkinsonism 
was  demonstrated  in  1960  by  Ehringer  and  Horny- 
kiewicz  (3)  when  they  found  a brain  dopamine  de- 
ficiency in  the  corpus  striatum  and  substantia  nigra 
in  autopsy  material  in  40  parkinsonian  patients. 

Experimental  destruction  of  these  cells  leads  to 
a decrease  in  dopamine  content  of  the  striatum  in 
monkeys  suggesting  the  hypothesis  that  dopamine  acts 
as  a neurotransmitter. 

In  the  living  patient  Barbean,  Murphy  and  Sourkes 
(4)  from  Canada  showed  a reduction  of  dopamine 
excretion  in  parkinson  patient  as  compared  to  normal 
values  and  even  after  the  administration  of  Dopa, 
dopamine  and  dopacetic  acid  were  excreted  in  smaller 
amounts  by  the  patients  than  by  nonnal  subjects. 

The  first  report  of  possible  success  with  the  use  of 
dopa  in  patients  came  from  Birkmayer  and  Homy- 
kiewicz  (5)  (1961)  who  treated  patients  with  single 
intravenous  dose  producing  moderate  improvement  spe- 
cially dyskinesia,  although  the  effect  was  short-lived 
(24  hours). 

In  1964  they  reported  (6)  the  experience  with  200 
patients  for  a period  of  three  years. 
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This  work  was  followed  by  that  of  Clas  Febling  (7) 
published  in  the  Acta  Neurologica  Scandinavica  in  1966.  j 
This  was  a double  blind  study  with  25  cases  using 
dose  of  1.5  mg.  of  L-Dopa/kg.  in  a solution  of  0-45- 
0.5  percent  intravenously.  Only  2 cases  improved 
after  the  injection,  2 cases  improved  with  placebo  I 
alone  and  2 with  both  injections.  Specifically  the  , 
rigidity  improved  in  10  cases  with  I.  V.  Saline  and 
only  in  9 with  L-Dopa.  The  failure  of  the  study  ( 

could  have  been  the  small  dose  used  or  the  stability  | 

of  the  solution.  |] 

It  was  Cotzias  and  his  collaborators  (8)  who  sa-  | 
turated  the  enzymes  which  control  the  transforma- 
tion of  dopa  to  dopamine.  They  used  d,  L-Dopa 
obtaining  dramatic  responses  in  dosages  from  3 to 
16  gm./day  by  mouth.  Among  many  side  effects 
were  4 blood  dyscrasias  casting  doubt  on  the  value 
of  d,  L-Dopa. 

In  the  same  year  (1967)  a paper  by  0.  Tzavellas 
and  W.  Umbach  (9)  reported  tbeir  observations  with 
125  ambulatory  patients  performing  EMG’s  before 
and  after  the  I.  V.  infusion  of  L-Dopa  with  improve- 
ment in  “burst”  spontaneous  activity  in  muscles  in 
both  the  L-Dopa  infusions  and  in  a control  group 
which  received  an  1.  V.  amphetamine. 

Next  year  (1968)  Cotzias  and  his  group  reported 
2 additional  preliminary  reports  (10,  11)  on  the  effect 
of  the  natural  L isomer  of  Dopa  with  similar  results 
like  with  d,  L-Dopa  but  without  serious  side  effects. 

Concentrations  of  5 hydroxindoleacetic  and  homo- 
vanilic  acid  in  the  cerebro-spinal  fluid  after  treatment 
with  probenecid  in  patients  with  parkinson’s  disease 
was  reported  by  Olsson  and  Ross  (12)  in  1968.  Pro- 
benecid elevated  the  CSF  levels  of  the  above  metabolites 
in  controls  but  not  in  patients  with  parkinsonism. 


In  this  same  year  a double  blind  control  study  done  " 
with  L-Dopa  was  published  by  Rinne  and  Sonninen  ,! 
(13).  L-Dopa  was  injected  1.  V.  in  saline  in  2 suc- 
cessive days.  The  value  of  L-Dopa  given  in  this  fashion 
was  questioned  by  the  authors. 

Cotzias,  Papavasiliou  and  Cellene  (14)  reported  in  ' 
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the  New  England  Journal  of  Medicine  in  1969  their 
experiences  with  chronic  treabnent  of  L-Dopa  in  par- 
kinsonism at  the  Brook  Heaven  National  Laboratory. 
The  peak  oral  dose  was  8gms.  daily.  All  the  pa- 
tients and  all  symptoms  improved  under  the  treatment. 
Side  effects  were  nausea,  vomiting,  anorexia,  mental 
changes  and  involuntary  movements.  Three  patients 
developed  hypertension,  elevation  of  Bun  never  ex- 
ceeded 30mg.  percent.  The  use  of  alpha  methyldo- 
pahydrazine  (a  decarboxylate  inhibitor)  reduced  the 
dosages  of  L-Dopa  required  and  eliminated  anorexia 
and  nausea  in  one  case. 

Another  successful  report  was  that  of  Caine,  Stern 
and  Laurence  (15)  in  a double  blind  study  with  a small 
daily  dose  of  1.3gm.  as  average. 

Melvin  D.  Yahr  (16)  and  his  collaborators  reported 
in  the  same  year  their  observations  in  60  patients  with 
parkinsonism  of  varying  type  and  degree  of  severity 
and  suggested  that  L-Dopa  is  at  least  3 1/3  times  as 
effective  as  other  antiparkinsonian  drugs.  Rigidity 
and  akinesia  responded  the  greatest  and  tremor  to 
lesser  extend.  The  most  limiting  side  effect  was 
choreiform  and  athetoid  movements  after  prolonged 
administration  at  higher  dosages. 

Godwin-Austin  et  al  (17)  in  Lancet  July  1969,  re- 
ported on  the  effect  of  L-Dopa  in  parkinson  disease. 
This  is  a report  of  18  cases  in  a double  blind  study 
with  successful  improvement  in  at  least  50  percent 
of  cases. 

At  the  9th  International  Congress  of  Neurology 
held  in  New  York  City,  September  1969  (18)  several 
leading  investigators  presented  their  outstanding  work: 

Mono  Amines  and  Parkinsonism  - 0.  Hornykiewicz, 
Toronto,  Canada. 

Dopamine  and  Parkinson’s  disease  - U.  K.  Rinne  and 
V.  Sonninen,  Turku,  Findland. 

Parkinsonism,  Dopa  and  Chronic  Manganese  Poison- 
ing - George  C.  Cotzias,  Paul  S.  Papavasiliou  and 
Ismael  Mena,  Upton,  N.  Y. 

The  Present  Status  of  L-Dopa  in  the  Treatment  of 
Parkinsonism  - R.  Duvoisin,  Melvin  D.  Yahr, 
Myrna  Schear,  Margaret  Hoehn  and  Robert  Bar- 
ret, N.  Y. 

Doubled-Blind  Study  of  L-Dopa  Treatment  of  Par- 
kinsonism - William  H.  Timberlake,  Irving  Zieper 
and  Robert  B.  Schwab,  Bost.,  Mass. 

The  treatment  of  Parkinson’s  disease  with  Dihydroxy- 
phenylalanine  - F.  McDowell,  John  E.  Lee,  Ri- 
chard Sweet,  Thomas  Swift,  James  Ogsbury  and 
Jeffrery  Kessler,  New  York,  N.  Y. 

Treatment  of  Parkinsons  Disease  with  L-Dopa  and 


Ro-4-4602  - Andre  Barbean  and  Lise  Gillo-Joff- 
roy,  Montreal,  Canada. 

Treatment  of  Parkinsons  Disease  with  L-Dopa  com- 
bined with  a Decarboxylase  Inhibitor  - J.  Sieg- 
fried, R.  Klaiber,  E.  Perret  and  W.  H.  Ziegler, 
Zurich,  Switz. 

Side  Effects  During  L-Dopa  treatment  in  Parkinso- 
nism - Goran  Steg,  Gottenburg,  Sweden. 

Re  Restoration  of  Speed  in  Parkinsonian  and  Experi- 
mental Bradykinesia  and  Akinesia  - E.  A.  Spiegel, 
M.  Spiegel-Adolf,  H.  T.  Wycis,  E.  G,  Szekely, 
D.  Zivanovic  and  H.  A.  Schwartz,  Philadelphia, 
Pa.  & Miami,  Fla. 

L-Dopa  vs.  Surgery  in  Parkinsons  Disease  - Robert 
S.  Schwab,  Boston,  Mass. 

It  is  worth  mentioning  the  reports  on  the  effect 
of  the  decarboxylase  inhibitor  combined  with  L-Dopa 
which  seem  to  augment  the  effect  of  L-Dopa  reducing 
the  side  effects.  The  observations  made  by  Cotzias, 
Papavasiliou  and  Mena  in  patients  with  chronic  man- 
ganese poisoning  in  Chile  should  also  be  mentioned. 
These  patients  demonstrate  a parkinson  syndrome  se- 
condary to  a toxic  encephalopathy  and  the  effective- 
ness of  L-Dopa  suggest  a state  of  dopamine  depletion 
in  this  condition  similar  to  the  one  seen  in  other  pa- 
kinsonian  syndromes. 

The  conclusions  of  Dr.  Robert  Schwab  at  that  time, 
that  L-Dopa  is  most  effective  in  rigidity  and  that 
cryothalamotomy  is  better  for  severe  tremor  particular- 
ly unilateral  and  in  the  young  group  is  supported  in 
general. 

Paulson  and  his  group  (19)  published  their  experien- 
ces with  the  use  of  L-Dopa  in  parkinsonism  in  October 
1969.  A group  of  simple  tests  were  designed  to  assess 
the  response  to  the  drug  as  follows: 

1.  handwriting 

2.  time  required  to  pick  up  10  pennies 

3.  drawing  a series  of  circles  or  spirals 

4.  time  required  to  walk  10  meters  and  return 

5.  time  required  to  unbutton  a vest  on  a manikin, 
or  the  buttons  on  the  examiner’s  coat. 

6.  scales  for  rigidity,  tremor  and  daily  activity. 

They  reported  the  following  side  effects:  (1)  dys- 
kinesia with  torsion  movements,  and  movements  around 
the  mouth,  pelvic  oscilations,  axial  writhing  and  diaph- 
ragmatic contractions  (12  cases  out  60),  (2)  difficulty 
with  feedings  and  self-care  (due  to  stopping  of  anti- 
parkinsonism drugs),  (3)  nocturnal  disorientation  in 
some  cases  probably  due  to  hospitalization  and  iso- 
lation from  home  but  it  could  be  secondary  to  L-Dopa. 
(Vivid  dreams,  hallucinations).  (4)  Granulocytopenia 
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l)ut  never  Irouhlesoine  in  six  patients  and  a sliitt  to 
Cooinl)s  positive  in  some  cases,  (5)  liypotension  of 
mild  degree  in  many  patients  particidarly  in  sudden 
arising,  (6)  tlie  most  common  side  effect  are  nausea 
and  vomiting. 

The  authors  commented  that  if  significant  dementia 
is  present  in  a patient  he  is  not  a susceptible  candidate 
because  of  the  increasing  confusion  in  the  initiation  of 
tlierapy.  Besides  this  type  of  patient  may  have  rigidity 
of  the  plastic  type  which  is  due  to  diffused  brain  dam- 
age and  not  parkinsonism.  In  general  they  found  this 
drug  efficacious  and  safe. 

A study  of  105  patients  was  reported  by  Klawans 
and  Garvin  (20)  from  the  Department  of  Neurology, 
Neurological  Surgery,  University  of  Illinois,  Chicago, 
November  1969.  In  the  cases  study  5 symptoms 
were  graded  from  1 to  4 including  postural  stability, 
hradykinesia,  finger  dexterity,  tremor  and  rigidity. 
L-Dopa  was  began  with  250mg.  four  times  daily, 
the  amount  was  increased  in  3 to  5 days  by  500mg. 
Withdrawal  of  standard  antiparkinson  drugs  resulted 
in  increase  in  disability  in  all  patients. 

Later  on  the  patients  were  initiated  in  500mg. 
q.i.d.  and  maintained  on  the  standard  medications. 

Reasons  for  poor  response  were  listed: 

1.  bilateral  surgery 

2.  severe  mental  changes 

3.  severe  dyskinesia 

4.  severe  anorexia 

5.  no  definite  reasons 

The  responses  were  similar  to  those  observed  by 
Cotzias: 

Postural  stability  — 80.8  percent  improvement 

Bradykinesia  - 72.5  percent  improvement 

Rigidity  - 68.1  percent  improvement 

Finger  Dexterity  - 47.5  percent  improvement 

Tremor  - 41.2  percent  improvement 

Side  effects  were  similar  to  those  observed  by 
others. 

Duvoisin  et  al  (21)  reported  in  1969  in  the  tran- 
sactions of  the  American  Neurological  Association 
the  pyridoxine  reversal  of  the  effect  of  L-Dopa  in 
parkinsonism. 

This  same  year  in  a letter  to  the  editor  of  the  New 
England  Journal  of  Medicine  Carwein  and  Hewins  (22) 
failed  to  find  elevation  of  uric  acid  when  uricase  was 
used  in  contrast  to  the  calorimetric  technique  alone. 

In  1970  Fletcher  McDowell  and  his  collaborators 
(23)  reported  their  results  in  the  treatment  of  100 
patients  with  L-Dopa  for  six  months.  34iey  allowed 
the  patient  to  take  anticholinergic  drugs  with  a pos- 
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sible  synergistic  effect  observed: 

33  (1  1/3)  improved  75  to  100  percent 
27  improved  50  to  74  percent 

22  improved  25  percent 

3 cases  worsen  during  treatment. 

The  average  dosage  was  4 to  5gm.  The  maximum' 
improvement  occurred  after  16  weeks.  If  there  is  no 
improvement  with  6gms.  for  16  weeks  then  there  is  á 
no  chance  of  improvement.  Sialorrhea  and  seborrhe^ 
improved  the  must,  next  akinesia,  next  rigidity;  while|t 
dementia  affected  the  chance  of  improvement.  Toxicol 
ty  reported  included:  nausea,  vomiting,  anorexia, 
orthosthatic  hypotension,  cardiac  arrhythmias,  mental  t 
disturbances,  dyskinesia  and  flushing. 

Plaston  and  Bianchine  (24)  in  the  British  Medical  I* 
Journal  reported  observations  on  metabolic  studies  ^ 
during  treatment  with  L-Dopa.  Out  of  a group  of  j 
22  patients  9 were  observed  after  oral  administration  ! 
of  14C-L-dopa.  Peak  level  in  blood  occurs  in  2 hours,  t 
Two  thirds  of  the  dose  was  exerted  as  metabolites  in  ) 
urine  in  eight  hours.  These  metabolites  results  indicate^ 
rapid  and  complete  absorption  from  tbe  gastrointestinal  í 
tract  in  addition  to  rapid  distribution  and  excretion.!; 

Higher  improvement  occurred  in  younger  patients, 
in  mild  compared  with  worse  cases,  in  patients  with  : 
disease  less  than  10  years  in  the  less  severely  disabled 


patient.  ■] 

In  the  22nd  Annual  Meeting  of  the  American^ 
Academy  of  Neurology  held  in  Bal  Harbour,  Floridar; 
April  27  to  May  2,  1970  the  following  papers  were^, 
delivered:  (25)  David  Webster  (Minneapolis)  spokej 

on  tbe  “Quantitative  Measurements  of  L-Dopa  Therapy . 
in  Parkinson’s  Disease”,  using  machine  measurement  I 
for  tremor  rigidity,  akinesia,  gait,  etc.  . . , Van  Woert 
and  Bonus  reported  an  Homovanillic  acid  and  5- 
Hydroxyndolacetic  acid  During  L-Dopa  Therapy  of 
Parkinsons  Disease,  the  mean  C.  S.  F.,  Homovanillic 
acid  initially  low  increased  16  times  during  L-Dopa  ji 
therapy.  Probenecid  increased  tbe  (HVA)  10  times 
more;  tbe  comparable  increase  in  non  parkinson  cases 
was  considerably  less.  “Importance  and  Pathogenesis 
of  Abnormal  Movements  During  L-Dopa  Therapy  of 
Parkinsons  Disease”  was  reported  by  Andre  Bareau, 
abnormal  movements  arised  after  3 months  of  treat- 
ment in  50  percent  of  80  subjects,  after  six  months 
in  60  percent  and  after  one  year  in  73  percent.  Most ' 
of  the  affected  patients  80  percent  had  cephalic 
types  (mouthing,  grimaces  and  gnawing)  with  or  with- 
out truncal  or  extremities  dyskinesia.  Coleman,  Eldrige 
and  Sawler  informed  the  results  of  a double-blind 
crossover  study  of  tbe  L-Dopa  treatment  of  torsion 
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dystonia  in  identical  twins  with  excellent  results. 

(A>tzias  delivered  the  Warternherg  Lectiireon  the  suh- 
ject  of  L-l)opa  and  Parkinsonism  including  rej)orts 
on  the  effect  of  apomorphine,  dopac,  dopa  deearhoxi- 
lates  and  others. 

In  the  papers  read  hy  title  in  the  22nd  Annual  Meet- 
ing of  the  Academy  of  Neurology,  Ericson  et  al,  repor- 
ted on  Metabolism  and  Clinical  Asoessment  of  E-l)opa 
in  Parkinsonism,  Mones  and  his  group,  presented  an 
analysis  of  L-Dopa  induced  Dyskinesia  in  1 .52  cases 
of  Parkinsons  Disease,  Adehnan  et  al  presented  a paper 
on  The  Effect  of  E-Dopa  Treatment  on  the  Speech 
of  Patients  with  Parkinson’s  Disease;  Weintrauh  and 
his  group  reported  on  E-Dopa  induced  anisocoria  in 
Latent  Horner’s  syndrome.* 

As  part  of  the  scientific  exhibits  presented,  Paddison 
from  Louisiana,  demonstrated  his  results  on  therapy 
■with  L-Dopa  in  53  parkinson  patients. 

In  a paper  entitled  Amantadine  versus  L-Dopa  and 
Amantadine  plus  L-Dopa,  Fieschi,  Nardini,  Cassacchia, 
Tedone,  Reitsno  and  Rehoti  (26),  concluded  that 
Amantadine  has  some  apparent  advantages  over  L-Dopa, 
including  rapid  onset  of  action,  good  tolerability  at  the 
fixed  dose  of  lOOmg.  twice  daily  and  low  cost.  “From 
the  studies  it  appeared  that  L-Dopa  is  about  twice 
as  effective  as  amantadine.  The  results  of  the  study 
also  indicated  that  the  combined  regimen  (of  amanta- 
dine plus  L-Dopa)  was  better  than  conventional  drugs 
alone  or  conventional  drugs  plus  either  amantadine  or 
L-Dopa”. 

Honos,  Ericson  and  McCan  (27)  reported  in  Life 
Science  (1970)  on  the  parahydroxyphenyl  pyruvic 
■ acid  excretion  in  parkinsonism.  Urinary  p-H.  P.  P.  A. 
was  found  in  19  parkinson  patients  but  not  in  25  normal 
controls.  The  elevated  p-H.  P.  P.  A.  excretion  of  the 
parkinsonism  patients  is  must  likely  due  to  increased 
activity  of  liver  tyrosine  transaminase  activity  secondary 
to  depletion  of  brain  catecholamines. 

Yaryura-Tobias  (28)  and  his  group  reported  their 
experience  with  the  use  of  L-Dopa  in  drug  induced 
parkinsonism.  Dopa  was  not  effective  in  this  syndrome. 

' Rinne  and  Sonninen  (29)  reported  observations  on 
CSF  levels  of  homovanillic  acid  in  parkinsonism  and  in 
! control  subjects. 

i The  amount  of  HVA  (Ng/Ml)  in  the  cerebrospinal 
¡fluid  was  significantly  lower  in  the  patients  with  parkin- 
i son’s  disease  (45.7  ± 3.8)  than  in  the  controls 
I (88.  ± 7.8).  Further,  after  L-Dopa  treatment,  the 
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increased  amount  of  HV.A  was  significantly  smaller 
in  patients  with  Parkinson’s  disea.se  (74.7  ± 9.9)  than 
in  the  controls  (127.4+  16.2).  Among  the  Parkinso- 
nian patients,  the  amount  of  HVA  showed  a significant 
negative  correlation  with  the  severity  of  akinesia  and 
a significant  positive  correlation  with  the  s(iverity  of 
tremor.  I'he  results  sup[)ort  the  significance  of  dopa- 
minergic neurones  in  Parkinson’s  disease.  Phe  amount 
of  HVA  in  the  cerebrospinal  Huid  of  Parkinsonian 
[)atients  reflects  the  changes  in  brain  dopamine  more 
accurately  than  the  urinary  excretion  of  dopamine  or 

HVA. 
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TRATAMIENTO  DE  LAS  INFECCIONES 
BACTERIANAS  CON  CEFALEXINA 


Gregorio  Oclander,  MD 


El  monohidrato  de  cefalexina,*  un  nuevo  derivado 
seinisintético  de  la  cefalosporina  C,  es  un  anti- 
biótico bactericida  de  amplio  espectro  para  administra- 
ción por  vía  oral.  Este  antibiótico  produce  rápida- 
mente altas  concentraciones  sanguíneas  de  actividad 
antimicrobiana  y se  ha  demostrado  que  posee  muy 
poca  toxicidad  en  animales  y en  los  seres  humanos 
(1,  14).  La  cefalexina  no  se  fija  a las  proteínas  séricas 
de  manera  significativa  y es  excretada  principalmente 
por  los  riñones  (8,  12).  El  tratamiento  continuo  en 
personas  con  función  renal  normal  no  produce  acumu- 
lación del  antibiótico  (15).  La  acción  bactericida 
de  las  cefalosporinas  se  debe  a que  interfieren  con  la 
síntesis  de  la  pared  celular  de  las  bacterias  (16,  17). 

Wick  (12)  ha  demostrado  que  la  cefalexina,  a las 
concentraciones  que  se  obtienen  con  las  dosis  usuales 
por  vía  oral,  es  bactericida  contra  las  bacterias  grainpo- 
sitivas  y gramnegativas  comprendidas  en  su  amplio 
espectro.  Es  bactericida  contra  el  Staph,  aureus,  Strep, 
viridans,  Strep,  pyogenes,  D.  pneumoniae,  N.  menin- 
gitidis y N.  gonorrhea  en  concentraciones  fácilmente 
obtenidas  en  la  sangre.  También  es  activa  contra  los 
estafilococos  productores  de  penicilinasa.  La  cefa- 
lexina es  activa  in  vitro  contra  la  mayoría  de  las  cepas 
de  Salmonella,  Shigella  y P.  mirabilis  (Tabla  I).  Más 
del  50  porciento  de  las  cepas  de  E.  coli,  H.  influenzae 
y Klebsiella,  también  son  susceptibles  a la  actividad 
antibacteriana  de  la  cefalexina  (2,  4).  Los  Proteus 
indol-positivos,  Klebsiella- Aerobacter  móviles  y Pseudo- 
monas por  lo  general  son  resistentes  a la  cefalexina 
(1,  12). 

Farmacología  Animal 

Los  estudios  sobre  la  concentración  sanguínea  efec- 
tuados en  ratones  muestran  que  la  cefalexina  adminis- 
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trada  por  vía  oral  es  casi  completamente  absorbida 
(7,  12).  En  otro  estudio  en  perros  se  detenninó  que 
se  absorbe  principalmente  en  el  duodeno  (5). 

Después  de  la  administración  a ratones  de  dosis 
orales  iguales  (2Ü  rng  por  kilogramo)  de  cefalexina  y 
penicilina  V,  las  concentraciones  de  cefalexina  en  el 
.suero  sanguíneo  excedieron  por  un  amplio  margen 
las  de  penicilina  V (Figura  1)  (12). 

La  ventaja  de  una  rápida  y completa  absorción 
es  demostrada  por  las  cifras  déla  DE50  (Dosis  Eficaz  so) 
obtenidas  con  cefalexina  en  las  infecciones  bacterianas 
experimentales  en  ratones:  los  datos  comparativos  con 
la  tetraciclina  y cloranfenicol  muestran  que  la  dosis 
de  cefalexina  requerida  para  proteger  a los  ratones 
contra  las  infecciones  fue  más  baja  a menudo,  a pesar 
de  que  las  concentraciones  inhibitorias  mínimas  (CIM) 
fueron  con  frecuencia  más  altas  que  con  los  otros 
antibióticos  (Tabla  II)  (12).  La  cefalexina  se  distribuye 
ampliamente  por  los  tejidos,  principalmente  por  riñones 
e hígado  (5). 

Farmacología  Humana 

Griffith  y Black  demostraron  el  promedio  de  la  con- 
centración sanguínea  correspondiente  con  dosis  únicas 
(125  rng,  250  mg,  500  mg  y 1000  mg)  en  doce  adultos 
en  ayunas  como  se  ilustra  en  la  Figura  2.  Las  concen- 
traciones máximas  fueron  obtenidas  en  una  hora  (11). 
La  cefalexina  es  estable  en  medios  ácidos;  para  demos- 
trar el  efecto  que  ejercen  los  alimentos,  los  mismos 
doce  adultos  recibieron  250  mg  y 500  mg  de  cefa- 
lexina en  ayunas  y después  de  un  desayuno  corriente; 
los  alimentos  produjeron  una  discreta  demora  en  el 
comienzo  de  la  acción,  una  concentración  máxima 
algo  menor  y una  concentración  sanguínea  más  pro- 
longada (9,  11).  Pero  al  mismo  tiempo,  como  de- 
muestran las  figuras  3 y 4,  el  antibiótico  administrado 
después  de  comidas  aún  alcanza  concentraciones  apro- 
piadas para  actuar  sobre  microorganismos  susceptibles. 
Por  otra  parte,  Thornhill  y colaboradores  comunicaron 
que  no  se  observan  diferencias  importantes  en  las  con- 
centraciones sanguíneas  cuando  la  cefalexina  se  ad- 
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TABLA  1:  SUSCEPTIBILIDAD  AL  KEFLEX  DE  BACTERIAS  AISLADAS 
CLINICAMENTE  EXPRESADA  COMO  PORCENTAJE  ACUMULATIVO 


Microori'aniífinos 

No.de  Cepas 

Concentración 
0.5  1.0 

Inliihitoria  Mínima 
2.0  4.0 

(mcg/ 

8.0 

mi) 

16 

32 

50 

100 

M ás  de  i 
1 00  mcg 

Crampositivos 

Fnentiiococcus 

121 

31 

40 

95 

100 

0 

Slaphylococcii.s  (coagiilasa  + 

y coagiilasa  ) 

784 

12 

32 

64 

85 

90 

95 

97 

98 

98 

2 

Streptococcus  (grupo  A) 

197 

87 

92 

96 

99 

100 

0 

Streptococcus  (viridans) 

82 

12 

23 

56 

89 

100 

0 

Enterococcus  (Especies  de  strep- 

tococcus,  gmpo  D) 

226 

1 

3 

4 

6 

7 

7 

7 

17 

63 

37 

Gramnegativos 

Escherichia  coli 

480 

3 

26 

66 

83 

83 

86 

90 

10 

Especies  de  Hemophilus 

(H.  influenzae) 

95 

6 

8 

8 

24 

44 

52 

55 

59 

73 

27 

Klebsiella-Aerobacter 

396 

1 

5 

25 

48 

63 

64 

71 

74 

26 

N.  gonorrhoeae 

79 

33 

54 

79 

89 

91 

100 

0 

-Salmonella 

125 

2 

3 

10 

72 

98 

98 

98 

98 

98 

2 

Shigella 

152 

19 

66 

92 

96 

96 

99 

99 

1 

Proteus  mirabilis 

195 

1 

1 

7 

21 

40 

76 

77 

88 

92 

8 

Proteus  ( indol-positivo) 

113 

2 

5 

10 

19 

19 

31 

35 

65 

Proteus  (no  identificado) 

148 

5 

30 

44 

45 

51 

52 

48 

N.  meningitidis 

32 

12 

53 

84 

100 

0 

Pseudomonas 

210 

1 

99 

Paracolon 

14 

7 

14 

14 

36 

36 

64 

Serratia 

18 

6 

6 

39 

50 

50 

Gnipo  Providencia 

11 

18 

55 

73 

73 

73 

73 

27 

Misceláneo 

Otros  microorganismos 

gram  + y gram  — 

21 

5 

14 

24 

33 

43 

43 

52 

52 

67 

33 

Total 

3499 

Porcentaje  acumulativo 

100 

10.3 

16.8 

30.2 

47.8 

62.5 

71.3 

72.1 

75.8 

80.7 

* Porcentaje  resistente  únicamente  a concentraciones  mayores  de  100  mcg  por  mi  como  las  que  se  encuentran  en  la  orina. 


Minutos  después  de  su  administiación. 


Fig.  2:  Concentración  de  cefalexina  en  el  suero  sanguíneo 
usando  diferentes  dosis. 


Fig.  1:  Concentración  en  el  suero  sanguíneo  de  ratones. 
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TABLA  II:  ACTIVIDAD  BACTERIANA  DE  TRES  ANTIBIOTICOS 
ORALES  EN  EL  TUBO  DE  ENSAYO  Y EN  LAS  INFECCIONES  EXPERIMENTADAS 

EN  RATONES  * 


Cefalexina  Tetraeiclina  Cloranfenicol 

CIM  ÜEs  o CIM  DEs  o CIM  DE5  o 


Microorganismo 

Cepa 

meg!  ml 

mg!  Kg 

mcg/ml 

mgIKg 

meg  1 ml 

mg!  Kg 

Staphylococcus  aureus 

3055 

.3.12 

1.15 

0.78 

12.60 

12.50 

5 1 .00 

Staphylococcus  aureus 

3074 

6.25 

3.70 

> 

100.00 

>166.00 

>100.00 

166.00 

Streptococcus  pyogenes 

C203 

0.50 

1.80 

0.20 

6.10 

3.12 

26.20 

Diplococcus  pneumoniae 

Tipo  1 

.3.12 

58.20 

0.39 

75.50 

:3.12 

> 166.00 

M Especie  Proteus 

PR-4 

50.00 

22.10 

50.00 

89.00 

25.00 

1 1.20 

■1  Especie  Kleb.siella-Aerobacter 

KA-14 

12.50 

5.20 

1.56 

19.60 

3.12 

16.20 

i Shigella  Flexneri  2b 

SH-3 

6.25 

< 10.00 

0.78 

26.50 

0.78 

14.50 

Salmonella  Typhosa 

SA-12 

12.50 

15.60 

> 

12.50 

>166.00 

6.25 

18.90 

t Escherichia  coli 

EC-14 

12.50 

11.70 

1.56 

47.80 

6.25 

27.00 

t.  * Las  concentraciones  inhibitorias  mínimas  fueron  determinadas  después  de  24  horas  de  incubación.  La  DEs  o expresada  en  miligramos 
1 por  kilogramo  en  dos  tratamientos  orales  (1  y 5 horas  después  de  la  infección). 

I 


(dosis  de  250  mg) 


Griffith  y Black^^ 

Griffith  y Black^^ 


Fig.  3:  Efecto  de  los  alimentos  sobre  la  concentración 
de  cefalexina  en  el  suero  sanguíneo. 

ministra  con  o sin  comidas;  con  dosis  de  500  mg  se 
I obtuvieron  eoncentraciones  sérieas  promedio  de  12.3 
tncg/ml  en  ayunas  y de  11.0  meg/ml  después  de  un 
I desayuno  (6). 

I Después  de  administrar  250  y 500  mg  de  cefalexina 
] por  vía  oral,  Perkins  y colaboradores  observaron  que 
¡ las  concentraciones  promedio  en  las  muestras  de  orina 
j recogidas  durante  las  dos  primeras  horas  fueron  de  1160 
! y 2809  mcg/ml.  Las  concentraciones  promedio  durante 
el  período  de  la  segunda  a la  cuarta  horas  fueron  252 
y 376  mcg/ml.  Ambas  dosis  de  cefalexina  proporciona- 
ron altas  concentraciones  de  actividad  antimicrobiana 


Fig.  4:  Efecto  de  los  alimentos  sobre  la  concentración 
de  cefalexina  en  el  suero  sanguíneo. 

en  la  orina  que  fueron  suficientemente  elevadas  para 
ser  eficaces  contra  los  gérmenes  susceptibles  (2).  Cerca 
del  90  porciento  del  antibiótico  es  excretado  inalterado 
en  la  orina  en  el  curso  de  ocho  horas  (14). 

Simon  y colaboradores  (18)  informaron  que  la  cefa- 
lexina se  absorbe  en  los  niños  tan  rápida  y completa- 
mente eomo  en  los  adultos.  Estudiaron  en  51  niños  de 
diversas  edades  y en  8 adultos  las  concentraciones  san- 
guíneas obtenidas  después  de  una  dosis  oral  úniea  de 
cefalexina;  los  niños  prematuros  y lactantes  en  el  pri- 
mer mes  de  edad  exhibieron  una  vida  media  del 
antibiótico  más  prolongada  ^comparada  con  la  de 
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los  adultos)  de  dos  y media  a cuatro  horas.  Marget  y 
Daschner  (19)  deternniiaron  la  vida  media  de  la  ceta- 
lexina  por  vía  oral  eii  7 prematuros  y recién  nacidos 
de  siete  a veintidós  días  de  edad  a los  cuales  se  ad- 
ministró 50  mg/kg  de  peso;  la  vida  media  de  la  cela- 
lexina  en  el  suero  fue  de  cinco  horas  comparada  con 
dos  y media  a tres  horas  en  niños  de  seis  meses  a un 
año  de  edad.  Las  concentraciones  sanguíneas  máximas 
aparecieron  a las  tres  horas  aproximadamente  en  los 
recién  nacidos,  a las  dos  horas  en  los  lactantes  de  seis 
meses  de  edad  y a la  hora  en  los  de  un  año  de  edad. 
La  excreción  en  el  curso  de  12  horas  de  una  dosis 
única  de  cefalexina  en  4 pacientes  de  nueve  días  a 
trece  meses  de  edad  fue  del  73  al  100  por  ciento,  lo 
cual  revela  la  casi  completa  absorción  de  cefalexina 
tanto  en  lactantes  como  en  adultos.  Es  interesante 
que  Bamatter  y Hazeghi  (20)  demostraron  aún  en  pa- 
cientes con  fibrosis  quística  del  páncreas  o con  sín- 
drome de  malabsorción,  la  excreción  del  54  por  ciento 
de  una  dosis  de  250  mg  en  el  curso  de  24  horas.  La 
concentración  sanguínea  máxima  fue  de  18  mcg/ml 
en  cerca  de  una  hora. 

Brogard  y colaboradores  demostraron  altas  con- 
centraciones de  cefalexina  en  la  bilis  hepática  y el 
tejido  renal  después  de  la  administración  de  dosis  de 
250  y 500  mg  (21).  Reutter  observó  concentraciones 
en  la  bilis  vesicular  hasta  doce  veces  superiores  a las 
sanguíneas  (22).  También  se  han  observado  buenas 
concentraciones  de  cefalexina  en  el  humor  acuoso 
en  el  curso  de  dos  horas  después  de  su  administración 
oral  cuando  se  alcanzó  una  concentración  sérica  supe- 
rior a 10  mcg/ml  (23). 

Estudios  Clínico-Terapéuticos 

De  más  de  1600  informes  de  casos  comunicados 
por  60  investigadores,  en  un  estudio  en  colaboración 
en  varios  centros  la  eficacia  clínica  de  la  cefalexina 
en  el  tratamiento  de  las  infecciones  bacterianas  fue 
evaluada  en  954  pacientes.  Algunos  estudios  han 
sido  publicados  (2,  3,  8,  10,  11,  13,  14,  24-29). 

Infecciones  de  las  Vías  Respiratorias  Superiores 

En  221  pacientes  con  infecciones  bacterianas  de 
las  vías  respiratorias  superiores  (incluso  faringitis  de- 
bida a estreptococos  betahemolíticos,  amigdalitis,  es- 
carlatina y otitis  media),  se  obtuvieron  resultados 
clínicos  satisfactorios  en  214  (97  porciento)  habiendo 
sido  eliminado  el  microorganismo  de  los  cultivos  en 
210  (95  porciento).  De  dichos  210  pacientes,  sólo 


tres  experimentaron  una  recidiva  bacteriológica  (Ta- 
blas 111  y IV). 

Infecciones  de  las  Vías  Respiratorias  Inferiores 

De  71  pacientes  con  bronquitis  (aguda  en  62  y eró-  II 
nica  en  9),  61  (86  porciento)  experimentaron  un  re- 
sultado  clínico  satisfactorio.  Se  efectuaron  exámenes  ijl[ 
bacteriológicos  después  del  tratamiento  en  59  (83  ||  i 
porciento)  de  los  71  pacientes;  el  microorganismo  | 
patógeno  fue  eliminado  en  42  (71  porciento)  de  los  .1 
59  pacientes;  sin  embargo,  los  cultivos  efectuados  | 
posteriormente  fueron  positivos  en  10  de  dichos  42 
pacientes.  ^ 

De  los  120  casos  de  neumonía  o bronconeumonía,  y 
109  (91  porciento)  experimentaron  resultados  clínicos 
satisfactorios.  Después  del  tratamiento  se  hicieron  I 
exámenes  bacteriológicos  en  70  de  los  109  pacientes;  | 
el  microorganismo  patógeno  fue  eliminado  en  65  (93  |í 
porciento),  pero  persistió  en  5 pacientes  a pesar  de  que  I 
se  obtuvieron  resultados  clínicos  satisfactorios  (Tablas 
111  y IV). 

Infecciones  del  Aparato  Genitourinario  j 

De  los  casos  comunicados  que  podían  ser  evaluados, 
469  pacientes  presentaban  infecciones  bacterianas  del 
aparato  genitourinario  (Tabla  V). 

Doscientos  cuarenta  y dos  pacientes  presentaban 
infecciones  agudas  (cistitis,  pielonefritis,  infecciones 
urinarias  sin  localización  especificada  o prostatitis). 

Se  obtuvieron  resultados  clínicos  satisfactorios  en  228 
pacientes  (94  porciento),  y el  microorganismo  patógeno 
fue  eliminado  en  221  (91  porciento)  al  final  del  trata- 
miento. 

De  186  pacientes  con  infecciones  crónicas  de  las 
vías  urinarias  (cistitis,  pielonefritis,  infecciones  urina- 
rias sin  localización  especificada  o prostatitis),  158 
(85  porciento)  presentaron  resultados  clínicos  satís- 
factorios;  además,  145  (78  porciento)  experimentaron  : 
resultados  bacteriológicos  satisfactorios. 

Se  obtuvieron  resultados  clínicos  satisfactorios  en 
6 de  7 pacientes  con  uretrocistitis,  habiendo  sido 
eliminado  el  microorganismo  patógeno  en  cinco;  34 
pacientes  con  bacteriuria  asintomática  fueron  some- 
tidos a tratamiento  y el  microorganismo  fue  eliminado 
en  29  (85  porciento). 

Infecciones  de  la  Piel,  Tejidos  y Oseas 

De  67  pacientes  con  infecciones  de  la  piel  y tejidos. 
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TABLA  III:  RESUMEN  DE  LOS  RESULTADOS  CLINICOS  Y BACTERIOLOGICOS 
EN  LAS  INFECCIONES  BACTERIANAS  DE  LAS  VIAS  RESPIRATORIAS 


Vías  Respiratorias  Superiores 
e Inferiores 

No.  de 

Pacientes 

Resultados  Clínicos 
Satisfactorios 

Resultados  Bacteriológicos 
Satisfactorios 

Faringitis  estreptocócica  aguda 

213 

206 

202 

Amigdalitis  (estreptocócica) 

4 

4 

4 

Otitis  media 

4 

4 

4 

Bronquitis 

71 

61 

42 

Neumonía 

120 

109 

65 

Totales 

412 

384 

317 

TABLA  IV;  INFECCIONES  DEL  APARATO  RESPIRATORIO  QUE  FUERON  EVALUADAS 


P ías  Superiores  * 

No.  de  Pacientes 

Resultados  Clínicos 
Satisfactorios 

Resultados  Rae 
Exámenes 
Subsiguientes 

leriológicos 

Satisfactorios 

Streptococcus  pyogenes(Grupo  A) 

(streptococcus  beta-hemolíticos) 

220 

213 

220 

209 

Infección  mixta 

1 

1 

1 

1 

Totales 

221 

214 

221 

210 

Vías  Inferiores 

Bronquitis  aguda  y crónica 

Kscherichia  coll 

1 

1 

1 

0 

Klebsiella  N.  E. 

1 

1 

1 

1 

H.  influenzae 

4 

4 

4 

4 

Staphylococcus  aureus 

12 

9 

9 

9 

Diplococcus  pmumoniae 

35 

33 

32 

22 

Streptococcus  pyogenes 

1 

1 

1 

1 

Streptococcus  M.  G. 

1 

1 

1 

1 

Infección  mixta 

16 

11 

10 

4 

Totales 

71 

61 

59*** 

42 

¡Neumonía  y bronconeumonía 

Diplococcus  pneumoniae 

64 

.54 

50 

47 

Klebsiella  N.  E. 

3 

3 

2 

2 

Staphylococcus  ADN  (+) 

2 

2 

2 

2 

Hemophilus  influenzae 

3 

3 

3 

2 

Ningún  microorganismo  aislado  ** 

34 

33 

Streptococcus  pyogenes 

2 

2 

2 

2 

Escherichia  coli 

2 

2 

2 

2 

Klebsiella  pneumoniae 

1 

1 

1 

0 

Streptococcus  viridans 

1 

1 

1 

1 

Infección  mixta 

8 

8 

7 

7 

Totales 

120 

109 

70  *** 

65 

I * Incluye  faringitis,  20S  pacientes;  amigdalitis,  4 pacientes;  escarlatina,  5 pacientes;  y otitis  media,  4 pacientes.  Un 

I paciente  con  otitis  media  presentaba  una  infección  mixta. 

I **  En  estos  casos,  que  en  la  inmensa  mayoría  eran  niños,  no  se  efectuaron  cultivos  del  esputo  antes  del  tratamiento;  sin  embar- 

go, el  resultado  clínico  total  confirmado  por  radiografías  y exámenes  de  laboratorio  permitió  que  el  int>eiíi^aí/or  llegara  al 
diagnóstico  de  neumonía  bacteriana. 

***  No  fue  posible  efectuar  cultivos  después  del  tratamiento  en  algunos  casos  de  infecciones  de  las  vías  respiratorias  inferiores. 
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TABLA  V:  RESUMEN  DE  LOS  RESULTADOS  CLINICOS  Y BACTERIOLOGICOS  EN 
LAS  INFECCIONES  BACTERIANAS  TRATADAS  CON  CEFALEXINA 


No.  de  Pacientes 

Resultados  Clínicos 
Satisfactorios 

Resultados  Bacteriológici 
Satisfactorios 

l las  Respiratorias  Superiores  e Inferiores 

Faringitis  estreptocócica  aguda 

213** *** 

206  ** 

202 

Amigdalitis  (estreptocócica) 

4 

4 

4 

Otitis  media 

4 

4 

4 

Bronquitis 

71 

61 

42* 

Neumonia 

120 

109 

65* 

Totales 

Aparato  Genitourinario 

Infecciones  Agudas 

412 

384 

317 

Cistitis 

108 

103 

101 

Pielonefritis 

Infecciones  de  las  vías  urinarias  ( sitio  no 

55 

54 

50 

especificado) 

57 

49 

48 

Prostatitis 

22 

22 

22 

Totales 

242 

228 

221 

Infecciones  Crónicas 

Cistitis 

52 

49 

45 

Pielonefritis 

Infecciones  de  las  vías  urinarias  (sitio  no 

58 

47 

43 

especificado) 

71 

58 

53 

Prostatitis 

5 

4 

4 

Totales 

186 

158 

145 

Otras  Infecciones 

Bacteriuria  asintomática 

34 

*** 

29 

Uretrocistitis 

7 

6 

5 

Totales 

41 

6 

34 

Piel  y Tejidos 

67 

65 

— 

Osteomielitis 

Total  de  pacientes  evaluados 

6 

954 

5 

— 

* No  se  disponía  de  cultivos  después  del  tratamiento  en  algunos  pacientes. 

**  Incluso  5 pacientes  con  escarlatina. 

***  A sintomática. 


(celulitis,  forunculosis,  abscesos,  etc.,)  65  (97  porciento) 
experimentaron  resultados  clínicos  satisfactorios.  Cinco 
de  los  seis  pacientes  con  osteomielitis  experimentaron 
resultados  clínicos  satisfactorios  (Tabla  VI). 

Posología 

En  los  adultos,  la  dosis  usual  fue  de  250  mg  de 
cefalexina  cada  6 horas.  En  las  infecciones  más  graves 
o debidas  a patógenos  menos  susceptibles,  se  aumentó 


la  dosis.  En  lactantes  y niños  la  dosis  total  utilizada 
fluctuó  entre  25  y 50  mg/kg  de  peso  diarios  de  cefa- 
lexina, fraccionada  en  tres  o cuatro  veces  al  día. 

Reacciones  Secundarias,  Reacciones  Gastro- 
intestinales 

Las  reacciones  secundarias  fueron  infrecuentes  y 
benignas,  se  presentó  diarrea  en  un  2 porciento  de  los 
casos;  en  la  mayoría  de  los  pacientes  esta  reacción 
no  justificó  la  suspensión  del  tratamiento.  También 


liol.  A.SOC.  Méd.  P.  Rico 
Febrero  1971 


Tratamiento  con  Cefalexina 


47 


TABLA  VI:  INFECCIONES  DE  LA  PIEL,  TEJIDOS  Y OSEAS  QUE  EUERON  EVALUADAS 


Piel  y Tejidos 

Resultados  Clínicos  según  el  Microorganismo  Patógeno 

No.  de  Pacientes 

Resultados  Clínicos  Satisfactorios 

Escherichia  coli 

1 

1 

Staphylococcus  N.  E.* 

2 

2 

Staphylococcus  aureus 

38 

36 

Streptococcus  anaeróbicos 

2 

2 

Streptococcus  pyogenes 

10 

10 

Streptococcus  viridans 

1 

1 

Infección  mixta 

13 

13 

Totales 

67 

65 

Osteomielitis 

Proteus  mirabilis 

1 

0 

Staphylococcus  N.  E.* 

1 

1 

Staphylococcus  aureus 

3 

3 

Infección  mixta 

1 

1 

Totales 

6 

5 

*N.  E.  — No  especificado 

TABLA  VII:  REACCIONES  SECUNDARIAS 

Porcentaje  de  frecuencia 

Diarrea 

>22 

Náuseas 

1 

Reacciones  cutáneas  (erupción  cutánea  y urticaria) 

1 

Mareos 

< 1 

Vómitos 

< 1 

Cefalalgia 

< 1 

Dolor  abdominal 

< 1 

V aginitis 

< 1 

Fatiga 

Infrecuente 

se  presentaron  raramente  náuseas,  vómitos,  dispepsia, 
dolor  abdominal  o erupción  cutánea  en  aproximada- 
mente 1 porciento  de  los  casos  (Tabla  VII). 

Hipersensibilidad 

Se  han  observado  reacciones  cutáneas  (como  erupción 
cutánea  y urticaria);  dichas  reacciones  cedieron  después 
de  suspender  el  tratamiento. 

Otras  reacciones  infrecuentes  incluyen  prurito  anal  y 
genital,  moniliasis  genital,  vaginitis  y flujo  vaginal,  ma- 
reos, fatiga  y cefalalgia.  También  se  ha  observado 
eosinofilia.  Se  han  recibido  informes  de  neutropenia 
en  unos  pocos  pacientes. 


Conclusion 

La  cefalexina,  una  cefalosporina  por  vía  oral,  es  nota- 
blemente bien  absorbida,  bactericida  y con  un  amplio 
espectro  de  actividad  antibacteriana.  Sus  indicaciones 
clínicas  han  sido  establecidas  por  amplios  estudios 
efectuados  en  colaboración,  los  cuales  revelaron  su 
amplia  eficacia  en  el  tratamiento  de  una  gran  variedad 
de  infecciones  bacterianas,  mientras  que  las  reacciones 
secundarias  fueron  infrecuentes  y leves. 
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CARTA  A LA  REDACCION 


La  nueva  serie  de  bosquejos  terapéuticos  que,  con  el 
actual,  se  inicia,  no  puede  ir  sin  que  su  autor  ofrezca 
estos  apuntes.  Tienen  que  ver  con  la  parte  que  la  prensa 
médica  consiente  asumir  en  la  tarea  de  vulgarización. 

Vulgarización  significa  exponer  una  ciencia,  o una 
materia  técnica  cualquiera,  en  fonna  fácilmente  ase- 
quible al  vulgo.  Y vulgo,  literalmente  la  plebe,  es  el 
conjunto  de  personas  que  en  cada  materia  no  conocen 
más  que  la  parte  superficial.  (Véase  la  Enciclopedia 
del  Idioma,  de  D.  Martín  Alonso).  Esa  última  defini- 
ción, que  nos  coloca  a todos  — en  una  u otra  cosa  — 
dentro  del  vulgo,  hiende  por  el  mismo  medio  las  aristo- 
cracias. 

Repito  lo  que  se  escribió  hace  un  año  (1),  que  estos 
bosquejos  se  dirigen  principalmente  a los  médicos  ge- 
neralistas  destacados  en  nuestros  dispensarios  y salas 
de  urgencias,  ésos  que  atienden  la  mayoría  de  los  niños 
puertorriqueños.  ¿Acaso  no  es  obligación  nuestra  ex- 
tenderles la  mano  y demostrarles  que,  en  las  páginas 
escritas,  también,  no  olvidamos  de  tenerles  en  cuenta? 
El  reciente  Curso  de  Perfeccionamiento,  organizado 
por  la  Escuela  de  Medicina  para  40  de  esos  colegas,  es 
testimonio  elocuente  de  que  la  tarea  de  vulgarización 
no  carece  de  fundamento. 

Pero,  se  me  objeta,  los  bosquejos  son  demasiado 
simples,  son  simplones,  como  si  con  ello  denigrásemos 
al  Boletín  de  la  Asociación  Médica  de  Puerto  Rico. 
Disiento.  Amén  de  que  esta  revista  no  puede  darse 
todavía  tantos  humos,  le  ciñe  el  compromiso  de  di- 
fundir los  conocimientos  médicos  contemporáneos  entre 
los  médicos  de  Puerto  Rico,  a todos  los  niveles  de  su 
entendimiento,  el  abstruso  y el  llano.  Cabría  la  especia- 
lización  — qué  decimos,  la  superespecialización  — si  este 
vocero  tuviese  rivales  en  nuestro  medio,  pero,  por  lo 
pronto,  es  el  único  en  existencia.  Marquemos,  además, 
y aquí,  que  lo  que  deslustra  realmente,  no  es  el  publicar 
tales  artículos  sino  el  que  sea  necesario  escribirlos  de  esa 
manera.  De  hecho,  la  vulgarización  puede  llegar  a ser 
tan  simplona  que  ello  mismo  le  impone  apretados  lí- 
mites. En  la  vena  que  hasta  la  fecha  lleva,  esta  serie 
de  bosquejos  no  podría,  por  ejemplo,  incluir  uno 
sobre  el  tratamiento  de  urgencia  del  niño  con  aci- 


dosis diabética.  De  osarlo,  se  quedaría  en  dos  ora- 
ciones: “Sospeche  que  el  paciente  es  diabético  y 

que  está  en  acidosis.  Refiéralo  en  seguida”.  0, 
de  modo  más  conciso  y criollo:  “Si  está  malo, 
mándelo  p alante”.  Estoy  consciente  de  ir  aproxi- 
mándome, ya,  a esos  límites. 

Por  otra  parte,  otros  se  han  quejado  de  que  los 
bosquejos  son  muy  complicados  . . . Eso  si  nos 
dejó  boquiabiertos.  Pero  es  posible  que  tal  im- 
putación encierre  alguna  verdad:  ser  sencillo  es  de 
lo  más  difícil.  Quien  lo  dude,  que  intente. 

Dígase,  también,  que  hemos  recibido  solicitudes 
de  reimpresos  de  varias  partes  de  la  Isla,  muchas  de 
médicos  generalistas  en  el  ejercicio  privado  de  su 
profesión.  Y los  estudiantes  de  medicina  que  hacen 
su  pasantía  pediátrica  en  3er.  y 4to.  año  pidieron 
al  Servicio  de  Pediatría  del  Hospital  Universitario 
que  se  los  proporcionara. 

Sea  como  fuere,  lo  que  de  veras  importa  reside 
en  otras  consideraciones.  A nuestra  sociedad  se  le 
viene  encima,  poco  a poco,  subrepticiamente,  el  des- 
pertar de  los  puertorriqueños  a muchas  realidades. 
Una  es  — bastará  hoy  con  ésa  — la  enorme  discre- 
pancia que  existe,  en  este  país  de  gente  pobre  o en- 
deudada, entre  lo  que  se  invierte  en  servicios  de  salud 
y la  calidad  de  éstos.  ¿Por  qué  perdura  el  infame 
“receteo”?  ¿Por  qué  no  se  hacen  más  partos  en  los 
centros  de  salud?  ¿Por  qué  están  vacías  sus  camas? 
¿Por  qué  han  de  ir  al  hospital-base  todos  los  casos 
cuya  sintomatología  les  pone  un  tanto  fuera  de  lo 
común?  ¿Por  qué  sirven  los  dispensarios  y los 
centros  de  salud  esencial  y predominantemente  para 
asistir  lo  inconsecuente  y anodino  (los  “catarros”,  que 
a veces  son  meningitis  parcialmente  tratadas,  y pueden 
—por  tanto— no  ser  tan  anodinos  nada  ...  y las  “fie- 
brecitas”,  contra  las  cuales  se  arremete  sin  ton  ni  son 
con  dipirona  . . . )?  Sé  que  hay  excepciones,  pero  aquí 
no  me  refiero  a ellas. 

Los  Bosquejos  terapéuticos  de  urgencias  pediátricas 
son  una  aportación  a nuestro  mancomunado  esfuerzo 
por  mejorar  la  calidad  de  los  servicios  médicos.  No  po- 
demos obligar  a nadie  a que  los  lea,  pero,  por  lo  menos. 
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lian  visto  la  luz  y nadie  puede  ya  decir  que  nos  que- 
damos con  la  palabra  en  el  buche,  llenos  de  buenas 
intenciones,  tacaños  de  actos.  Simplones  como  han 
podido  ser,  son,  o serán,  el  verdadero  problema  no 
estriba  en  que  lo  sean  sino  en  que  deban  serlo.  A ver 
cómo  agarran  esa  papa  caliente  los  que,  en  lo  alto 
de  sus  alminares,  se  deleitan  con  la  frescura  de  su 


propia  sapiencia. 

Manuel  E.  Soto  Viera,  MD 
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1969  CALIFORNIA  RELATIVE  VALUE  STUDIES 
Prepared  by  the  Committee  on  Relative  Value  Stu- 
dies, California  Medical  Association,  693  Sutter  Street, 
San  Francisco,  California,  94102. 


Los  médicos  dedicados  a práctica  privada,  adminis- 
tradores de  hospitales,  y de  seguros  médicos  pueden 
conseguir  este  lihro  en  la  dirección  mencionada.  Pre- 
senta diferencias  fundamentales  con  la  edición  del  1967, 
actualmente  en  uso,  principalmente  al  modernizar  el 
sistema  de  unidades  además  de  añadir  nuevos  procedi- 
mientos. 

Es  importante  notar  que  fue  adoptado  en  California 
el  10  de  mayo  de  1969  y se  hizo  efectivo  el  1ro.  de 
abril  de  1970. 

Este  libro  es  indispensable  para  revisar  los  costos  de 
servicios  médicos  para  el  médico  en  práctica  privada 
porque  representa  una  versión  moderna  de  la  escala 
actualmente  en  uso. 


)nce-popular  treatment  for  back  pains 
s to  have  the  seventh  son  of  a seventh  son 
nd  or  walk  on  the  patient's  back. 


r headache,  a sovereign  remedy  was 
vvear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 
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SPECIFICALLY  FOR  LEVODOPA  PATIENTS-NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides;  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  Bs)— which 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy ^ 


Larobec  Tablets 

A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec''’  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C—but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 

1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Coté,  L.  D.;  Trans.  Amer.  Neurol.  Assoc.,  94;81, 1969. 

2.  Cotzias,  G.  C.:  J.A.M.A..  270:1255, 1969. 


Complete  Prescribing  Information; 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  Bj) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,j)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  ¿6)  which  has 
been  reported'’^  to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-compjjjJi 
vitamins  are  essential  in  the  anabolistWOT 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning;  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration;  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 
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Instrucciones  para  los  Autores 

El  Boletín  acepta  para  su  publicación  artículos 
relativos  a medicina  y cirugía  y las  ciencias  afines. 
Igualmente  acepta  artículos  especiales  y correspon- 
dencia que  pudiera  ser  de  interés  general  para  la 
profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  condición 
de  que  se  publicará  únicamente  en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Edi- 
tora y la  del  impresor,  se  requiere  de  los  autores 
que  sigan  las  siguientes -instruceiones: 

Manuscrito:  El  manuscrito  completo,  incluyendo  las 
leyendas  y referencias  deberán  estar  escritos  a ma- 
quinilla  a doble  espacio  y por  un  solo  lado  de  cada 
página,  en  duplicado  y con  amplio  margen.  En 
página  separada  deberá  incluirse  lo  siguiente:  tí- 
tulo, nombre  del  autor  (es)  y su  grado  (ej:  MD, 
FACP),  ciudad  donde  se  hizo  el  trabajo,  el  hos- 
pital o institución  académica,  patrocinadores  del 
estudio,  y si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar  como 
una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve 
introducción  en  la  cual  se  especifique  el  propó- 
sito del  mismo.  Las  secciones  principales  (como 
por  ejemplo;  materiales  y métodos)  deben  iden- 
tificarse como  un  encabezamiento  ai  centro  y en 
letras  mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clí- 
nicos o investigaciones  de  laboratorio  deben  orga- 
nizarse bajo  ios  siguientes  encabezamientos:  Intro- 
ducción, Materiales  y Métodos,  Resultados,  Dis- 
cusión, Resumen  (en  español  e inglés).  Reconoci- 
miento y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados 
deben  organizarse  en  la  siguiente  forma;  intro- 
ducción, Materiales  y Métodos  si  es  aplicable,  Ob- 
servaciones del  Caso,  Discusión,  Resumen  (en  español 
e inglés).  Reconocimientos  y Referencias. 
Nomenclatura:  Deben  usarse  los  nombres  genéricos 

de  los  medicamentos.  Podrán  usarse  también  ios 
nombres  comerciales,  entre  paréntesis,  si  así  se 
desea.  Se  usará  con  preferencia  el  sistema  métrico 
de  pesos  y medidas. 

Tablas:  Las  tablas  deben  aparecer  en  hojas  separadas. 
Estas  deben  incluir  el  título  y el  número  de  la 
tabla  (romano).  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se 
deben  omitir  líneas  verticales  y horizontales  en 
la  tabla. 


Figuras:  Las  fotografías  y microfotografías  se  some- 
terán como  copias  en  papel  de  lustre,  sin  montar. 
En  el  reverso  de  la  figura  debe  aparecer  el  numero 
de  la  figura  (arábigo)  y el  autor  y debe  indicarse 
la  parte  superior. 

Referencias:  Las  referencias  deben  ser  numeradas 

sucesivamente  de  acuerdo  con  su  aparición  en  el 
texto.  Los  números  deben  aparecer  en  paréntesis 
al  nivel  de  la  línea  u oración.  Al  final  de  cada 
artículo  las  referencias  deben  aparecer  en  el  orden 
numérico  en  que  se  citan  en  el  texto.  Estas  deben 
seguir  el  estilo  o patrón  del  “Index  Medicus”,  el 
cual  se  describe  a continuación: 

Para  artículos  de  Revista 

Apellido  (s),  e iniciales  del  nombre  del  autor  (es), 
título  del  artículo,  nombre  de  la  revista,  volumen, 
primera  página  y año. 

Koppisch,  E.:  Pathology  of  arteriosclerosis.  Bol. 

Asoc.  Méd.  P.  Rico  46:  505,  1954. 

Para  citación  de  Libros 

Apellido  (s),  e iniciales  del  autor  (es),  título,  edi- 
ción, casa  editora,  ciudad,  año  y página. 

Wintrobe,  M.  M.:  Clinical  Hematology,  3rd  Ed. 

Lea  and  Febiger,  Philadelphia,  1952  p.  67. 

Deben  usarse  solamente  las  abreviaturas  indicadas  en 
ei  “Cumulative  Index  .Medicus”  que  publica  la  Aso- 
ciación Médica  Americana. 

Como  guía  de  referencia  para  preparar  su  artí- 
culo puede  usar  la  publicación  Advice  to  Authors 
que  publica  la  Scientific  Publications  Division,  Amer- 
ican Medical  Association,  535  N Dearborn  Street, 
Chicago,  Illinois,  60610. 

instructions  to  Authors 

The  Boletín  wll  accept  for  publication  contribu- 
tions relating  to  the  various  areas  of  medicine,  sur- 
gery and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  phy- 
sicians will  also  be  accepted.  All  material  is  accepted 
with  the  understanding  that  it  is  to  be  published 
solely  in  this  journal. 

In  order  to  facilitate  review  of  the  article  by  the 
Editorial  Board  and  the  work  of  the  printer,  the 
authors  must  conform  with  the  following  instructions: 

Manuscripts:  The  entire  manuscript,  including  legends 
and  references  should  be  typewritten  double  spaced 
in  duplicate  with  ample  margins.  A separate  title 
page  should  include  the  following:  title,  authors 
and  their  degrees  (e.  g.  MD,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions, 
acknowledgment  of  financial  sponsors,  and  if  the 
paper  has  been  presented  at  a meeting  the  place 


and  date  should  be  given. 

The  manuscript  should  start  with  a brief  intro- 
ductory paragraph  or  paragraphs  which  should  state 
its  purpose.  The  main  sections  (for  example.  Mater- 
ials and  Methods)  should  be  identified  by  center 
headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies 
or  laboratory  investigation  should  be  organized  un- 
der the  following  headings:  Introduction,  Material 
and  Methods,  Results  if  indicated.  Discussion,  Sum- 
mary in  English  and  Spanish,  Acknowledgments  if 
any,  and  References. 

Nomenclature:  Generic  names  of  drugs  should  be 

used;  trade  names  may  also  be  given  in  parenthesis, 
if  desired.  Metric  units  of  measurements  should 
be  used  preferentially. 

Tables:  These  should  be  typed  on  separate  sheets  with 
the  title  and  table  number  (Roman)  centered.  Sym- 
bol for  units  should  be  confined  to  the  column 
headings.  Vertical  and  horizontal  lines  should  be 
omitted. 

Figures:  Photographs  and  photomicrographs  should 

be  submitted  as  glossy  prints,  unmounted.  They 
should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top 
should  be  indicated.  Legends  to  the  figures  should 
be  typed  on  a separate  sheet. 

References:  These  should  be  numbered  serially  as 

they  appear  in  the  text.  The  number  should  be 
enclosed  in  parenthesis  on  the  line  of  writing  and 
not  as  superscript  numbers.  At  the  end  of  the 
article  references  should  be  listed  in  the  numerical  | 
order  in  which  they  are  first  cited  in  the  text.  / 

This  list  should  conform  to  the  Style  of  the  Index  , 

Medicus  and  should  be  punctuated  as  in  the  follow-  | 
ing  examples. 

For  journal  articles:  Surname  and  initials  of  au- 
thor (s),  title  of  articles,  name  of  journal,  vo- 
lume, first  page  and  year.  j 

Koppisch,  E.:  Pathology  of  arteriosclerosia.  BoL 
Asoc.  Med.  P.  Rico  46:  505,  1954. 

For  Books:  Surname  and  initials  of  author  (s),  , 

title,  edition,  publishing  house.  City,  year  and 
page.  I 

ffintrohe,  M.  Hi:  Clinical  Hematology,  3rd.  Ed.  ^ 
Lea  and  Febiger,  Philadelphia,  1952,  p.  67.  ^ 

Abbreviations  will  conform  to  those  used  in  the  t 
Cumulative  Index  Medicus,  published  by  the  American 
Medical  Association. 

For  aid  in  preparing  your  manuscript  refer  to  the  * 
publication  Advice  to  Authors  available  from  the  Scien- 
tific Publications  Division,  American  Medical  Associa-  I 
tion,  535  N Dearborn  St.,  Chicago,  Illinois  60610.  (/ 


^chrocidin®  Tablets  and  Syrup 

itracycline  HCl— Antihistamine— Analgesic  Compound 

ch  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


CHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
iper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
tients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
itracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


>nlraindications:  Hypersensitivity  to  any 
mponent. 

arning:  In  renal  impairment,  since  liver  tox- 
ty  is  possible,  lower  doses  are  indicated;  dur- 
g prolonged  therapy  consider  serum  level 
terminations.  Photodynamic  reaction  to  sun- 
;ht  may  occur  in  hypersensitive  persons, 
lotosensitive  individuals  should  avoid  expo- 
re; discontinue  treatment  if  skin  discomfort 
curs. 

ecautions:  Drowsiness,  anorexia,  slight  gas- 
c distress  can  occur.  In  excessive  drowsi- 
ss,  consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroinlestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5kin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  /Sidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— utücaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood-anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegra.tjng 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Smirin, 

ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 


ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 


EACH  UNCOATED  TABLET  CONTAINS: 


Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 


Federal  law  prohibits  dispensing  without  prescription 


DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 


RICHMOND,  VIRGINIA  23261 
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A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 
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Cuando  comen  lo  que  les  gusta 
y no  lo  que  deben... 


ayude  a cubrir  "el  déficit"  de  vitaminas  con 

Unicap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 


Cada  tableta  contiene: 

Vitamina  A 1-5  nig. 

Vitamina  D 10  mcg. 

Mononitrato  de  Tiamina  (B-1)  10  mg. 

Riboflavina  {B-2)  10  mg. 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  300  mg. 

Niacinamida  100  mg. 

Clorhidrato  de  Piridoxina  (B-6)  2 mg. 

Pantotenato  de  Calcio  20  mg. 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina)  20  mg. 

Vitamina  E 30  Unidades  Internacionales 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  10  mg. 

Yodo  (como  yoduro  de  potasio)  0.15  mg. 

Calcio  (como  carbonato)  50  mg. 

Cobre  (como  sulfato)  1 rng- 

Manganeso  (como  sulfato)  1 rng- 

Magnesio  (como  sulfato)  6 mg. 

Potasio  (como  sulfato)  5 mg. 

Poso/ogía;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 

Presentación:  Frascos  de  30  y 90 
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When  disease  is  mled  out 
and  psychic  tension  is  implicated 

\hllVini*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  imder 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debihtated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
tieity,  insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


LAS  BASES  MOLECULARES  DE  LA  MEDICINA  CLINICA  51 

José  Miguel  García  Castro,  MD 

EL  SINDROME  DE  LOS  PULGARES  ANCHOS  (SINDROME  DE  RUBINSTEIN  Y TAYBI): 
A PROPOSITO  DE  UN  CASO  59 


Manuel  E.  Soto  Viera,  MD  y José  Miguel  García  Castro,  MD 

THE  PROSTAGLANDINS  ( REVIEW  OF  THE  LITERATURE) 65 

Pablo  Iván  Altieri,  MD 

GASTRITIS  ATROFICA  INDUCIDA  PARA  EL  TRATAMIENTO  DE  LA 
ULCERA  PEPTICA  69 

A.  Rodríguez  Olleros,  MD,  FACP,  FACG,  F.  Febles  Vizcarrondo,  MD  y J.  F.  Paveras,  MD,  FACP 

CARTA  A LA  REDACCION  75 

NOTICIAS  76 


VOL.  63 


MARZO,  1971 


NUM.  3 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 

Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 

By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


Big  boys  don’t  cry.  If  more  men  cie 
maybe  fewer  would  wind  up  with  duo(  ni 
ulcers.  But  men  will  be  men— the  sum  totlj 
their  genes  and  whathj 
are  taught.  Schotts  ,e 
observes  that  whrS 
mother  admonishe  li 
son  who  has  hurt  hiisf 
that  big  boys  don’t  cn  s 
is  teaching  li 
stoicism.^  Crying : t| 
negation  of  every  i 
society  thinks  of  as  mti 
A boy  starts  defendir 
manhood  at  an  earljig 

Take  away  s ei 
you  can  take  away  symp  n 
There  is  no  question  that  stress  pi  /s 
role  in  the  etiology  of  duodenal  me 
Alvarez^  observes  that  many  a man  wiii 
ulcer  loses  his  symptoms  the  day  he  shi^i 
the  office  and  starts  out  on  a vacation! 
problem  is,  the  type  of  man  likely  to  har 
ulcer  is  the  type  least  likely  to  take  oi 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  acti  i 
Librax.®  For  most  patients,  the  rest  c 'e 
as  unrealistic  as  it  is  desirable.  Stil  t 
stress  factor  must  be  dealt  with.  Ancie 
is  where  the  dual  action  of  adjunctive  L n’i 
can  help.  Librax  is  the  only  drug  that  or 
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I nes  the  tranquilizing 
ütion  of  Librium® 
i2hlorcliazepoxicle 
jCl)  with  the  potent 
Hticholinergic 
rtion  of  Quarzan 
i liclinium  Br). 


' Protects  man  from  his  own  hungry  per- 
onality.  The  action  of  Librium  reduces 
nxiety — helps  protect  the  vulnerable  patient 
I’om  the  psychological  overreaction  to  stress 
luit  clutches  his  stomach.  At  the  same  time, 
tie  action  of  Quarzan  helps  quiet  the  hyper- 
ative  gut,  decreasing  hypermotility  and 
Lpersecretion. 

I 

I An  inner  healing  environment  with  1 
r 2 capsules,  3 or  4 times  daily.  Of  course, 
tiere’s  more  to  the  treatment  of  duodenal 
ijcer  than  a prescription  for  Librax.  The  pa- 
tent— with  your  guidance — will  have  to  ad- 
jist  to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
priod,  1 or  2 capsules  of  Librax  3 or  4 times 
(lily  can  help  establish  a desirable  environ- 
iient  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
ljut  it  can  usually  make  it  easier  for  men  to 
cpe  with  the  discomfort  of  stress— both 
j|;ychic  and  gastric — that  can  precipitate 
Od  exacerbate  duodenal  ulcer. 

I brax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


I 

I 

i 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/ or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  /.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
«I  adjunctive 

Librax' 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flov 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton®  chlorthalidone  U5, 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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Efudst 

(fluorouracil) 

cream/solution 


In  the  treatment  of 

solar/actinic  keratoses- 

— 

An  alternative 
to  cold,  fire  and  steel 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  complete 
Residual  mild  erythema  remains  in  son- 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residua 
lesions  or  recurrences. 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J,  07110 


alternative 

to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
opical  alternative  to  cryosurgery,  electrodesiccation 
ind  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
^eratoses.  It  is  effective,  comparatively  inexpensive  and 
^specially  well  suited  for  treatment  of  these  multiple 
;esions.  Important,  too,  is  the  highly  desirable  cosmetic 
•esult.  Clinical  experience  demonstrates  that  treatment 
iith  Efudex  results  in  an  extremely  low  incidence  of 
, carring. 

^ighly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
nd  strength  used,  complete  involution  occurred  in 
7 to  88  per  cent  of  lesions  following  treatment.  The 
ate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
ent  up  to  a year  after  completion  of  therapy.  When 
ew  lesions  appeared,  repeated  courses  of  Efudex 
aerapy  proved  effective.* 

\edictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
f Efudex  therapy.  The  response  is  usually  characteris- 
c and  predictable.  After  three  or  four  days  of  treat- 
lent,  erythema  begins  to  appear  in  the  area  of  keratoses, 
his  is  followed  by  an  intense  inflammatory  response, 
:aling  and  occasionally  moderate  tenderness  or  pain, 
he  height  of  the  inflammatory  reaction  generally  occurs 
VO  weeks  after  the  start  of  therapy,  and  then  begins 
) subside  as  treatment  is  stopped.  Within  two  weeks  of 
iscontinuing  medication,  the  inflammation  is  usually 
one.  A mild  erythema  may  remain  for  two  or  three 
lonths  before  gradually  receding.  Since  this  response 
so  predictable,  lesions  which  do  not  respond 
lould  be  biopsied. 

Iwo  strengths— two 
losage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
; a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
ith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
ortant  considerations : First,  please  consult  the  com- 
ete prescribing  information  for  precautions,  warnings 

)ata  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 
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and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


a 


new 

Efudex 

(fluorouracil) 

cream/solution 


> An  antibiotic 
should  work  well 
^ in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic... when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  1 reatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HCl. 

BECLOMYCIN* 

DEMEraYLCHLOKTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Marca  de  Fábrica 

LA  PRUEBA  EN  LAMINA  DE  3 MINUTOS  QUE  DETECTA  EL  EMBARAZO 


ORTHO  DIAGNOSTICS 

Raritan,  New  Jersey  08869  E.  u.  A. 


any  other 

There's  nothing  artificial 
about  a Carnation  Evaporated 
Milk  formula.  It's  real 
With  naturally  occurring 
protein  and  all  other  nutrients 
intact.  Add  supplementary 
vitamins  and  carbohydrate 
and  it's  a complete,  nourishing^ 
diet  that  actually  costs 
less  than  any  modified 
milk.  As  much  as  35% 
less  according  to  a 
recent  report.* 


EVAPORATED 


niiiLK^ 

For  náiüral  formulas 


A real  food  formula 
costs  less  than 


*''Economy  in  Nutrition  and  Feeding  of  Infants."  American  Journal  of  Public  Health,  Vol.  56,  No.  56. 

CARNATION®  EVAPORATED  MILK.  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


SINGLE-USE 


PLASTIPAK 


GREEN  CAP  u80 
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En  las  últimas  dos  décadas,  el  grado  de  sofisticación 
de  la  medicina  moderna  ha  aumentado  a pasos 
agigantados.  Es  raro  el  año  en  que  la  literatura  científi- 
ca no  nos  traiga  nuevas  de  la  elucidación,  a un  nivel 
moleeular,  de  algún  aspecto  de  la  patogénesis  de  alguna 
enfermedad.  Estamos  ya  en  la  era  de  la  medicina 
molecular  y a solo  unos  pasos  del  comienzo  de  la 
terapia  molecular  y genética.  Ello  me  ha  motivado 
a presentar  en  este  trabajo  un  compendio  de  algunos 
procesos  moleculares,  alteraciones  en  los  cuales  produ- 
cen disturbios  que  se  manifiestan  a un  nivel  elínico. 
Espero  así  demostrar  que  hablar  en  términos  moleculares 
no  es  para  el  uso  exelusivo  del  académico,  sino  que 
debe  ser  un  lenguaje  entendido  y usado  corrientemen- 
te por  el  clínico,  cosa  de  que  hoy,  hasta  cierto  punto, 
y en  el  mañana,  en  su  totalidad,  él  pueda  entender 
y ejercer  la  medicina  moderna.  Primeramente  presen- 
taré los  procesos  de  síntesis  y de  regulación  de  la 
síntesis  de  proteínas,  examinando  cada  uno  de  los 
componentes  que  intervienen  en  los  distintos  procesos, 
y finalmente  presentaré  evidencia  de  como  alteraciones 
en  los  mismos  pueden  producir,  o son  la  causa,  de  varios 
cuadros  clínicos.  Me  limitaré,  sin  embargo,  a alteracio- 
nes al  nivel  molecular  sin  considerar  los  cuadros  produci- 
dos por  alteraciones  en  los  agregados  del  material  gené- 
tico, los  cromosomas.  Este  será  el  tema  de  un  trabajo 
subsiguiente. 

Comenzaremos  examinando  el  ácido  desoxirribonu- 
cleico,  ADN,  el  material  genético.  El  ADN  fue  des- 
cubierto en  1869  por  Friedrich  Miescher,  entonces 
esüidiante  post-graduado  (1).  La  prueba  de  que  el 
ADN  es  el  material  genético  ocurrió  mucho  más  tarde, 
en  1944  con  los  experimentos  de  Avery  y asociados 
sobre  la  transformación  del  neumococo  (2)  y final- 
mente en  1952  con  los  célebres  experimentos  con 
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bacteriófagos  de  Hershey  y Chase  (3).  La  estructura 
molecular  del  ADN  fue  resuelta  por  Watson  y Crick 
en  1953  utilizando  estudios  de  difracción  de  rayos  x 
y de  cristalografía  (4). 

El  ADN  consiste  de  una  doble  hélice  con  tres  com- 
ponentes: 

1.  bases 

a.  bases  púricas:  adenina  (A)  y guanina  (G) 

b.  bases  pirimidínicas:  tiamina  (T)  y citosi- 
na  (C) 

2.  azúear  - desoxirribosa 

3.  fosfato 

Las  eadenas  en  la  doble  hélice  corren  en  dirección 
contraria,  es  decir,  en  una  el  orden  es  de  posición 
3’  a 5’  en  las  moléculas  de  azúcar  y de  5’  a 3’  en  la 
otra.  Las  cadenas  están  unidas  entre  sí  por  puentes 
de  hidrógeno  (|ue  se  establecen  entre  la  adenina  de  una 
cadena  y la  timina  de  la  otra,  o entre  la  guanina  de 
una  y la  citosina  de  la  otra.  Cada  vuelta  de  la  hélice 
contiene  10  pares  de  nucleótidos,  i.e.,  base,  azúcar  y 
fosfato,  que  requieren  34  Angstroms  para  la  vuelta. 
Así  pues,  las  bases  están  distanciadas  entre  sí  por  3.4 
A(Fig.  1). 

La  peculiaridad  de  la  atracción  entre  las  bases 
complementarias,  A con  T y G con  C,  es  lo  que  hace 
del  ADN  el  material  genético  puesto  que  le  permite 
repetirse  con  gran  exactitud.  Es  de  este  molde  del 
ácido  de.soxirribonucleico  que  surgen  las  otras  especies 
de  ácidos  nucleicos,  los  ácidos  ribonucleicos,  que  son 
de  tres  tipos: 

1.  ácido  ribonucleico  mensajero  (ARNrn) 

2.  ácido  ribonucleico  soluble  o de  transferencia 
(ARNs  o ARNt) 

3.  ácido  ribonucleico  ribosornal  (ARNr) 

Los  ácidos  ribonucleicos  se  diferencian  del  ADN  en 
tres  puntos; 

a.  son  de  cadena  simple 

b.  contienen  uracilo  (U)  en  vez  de  timina  (así 
pues,  el  apareamiento  será  entre  adenina  (A) 
y uracilo  (fj) 

c.  contienen  ribosa  en  lugar  de  desoxirribosa 
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Fig.  1:  Estructura  del  ácido  desoxirribonucleico  (AÜN). 
A la  izquierda  de  la  doble  hélice,  un  esquema  de  la  relación 
entre  los  varios  componentes  (A  = adenina,  T — timina, 
G —guanina,  C — citosina). 

La  tunción  de  cada  tipo  de  ARN  es  distinta.  El 
ARINni  tiene  por  función  llevar  el  mensaje  contenido 
en  el  ADN  del  núcleo  a los  rihosonias  en  el  citoplasma 
celular  donde  ocurrirá  la  síntesis  de  polipéptidos,  de 
proteínas.  El  proceso  por  el  cual  se  sintetiza  ARNm 
sobre  el  molde  de  ADN  se  llama  transcripción  y es 
debido  a la  particularidad  del  pareo  entre  las  bases, 
recordando  (jue  ahora  en  vez  de  timina  el  ARNm 
tendrá  uraeilo.  Fbi  el  citoplasma,  el  ARNm  se  asocia 
Cf)n  los  ribosomas  donde  utilizando  el  .ARN  de  trans- 
ferencia, ARNt,  indica  la  síntesis  de  una  cadena  de 
polipéptidos.  La  función  del  ARNt  consiste  en  hacer 
llegar  al  complejo  ribosoma-ARNrn  los  aminoácidos 
indicados  para  la  síntesis  de  proteínas  por  el  ARNm 
utilizando  para  ello,  nuevamente,  el  pareo  comple- 
mentario de  las  bases.  Este  es  el  llamado  proceso  de 
traducción.  Sobre  la  función  del  ARN  ribosonial, 
ARNr,  se  conoce  muy  poco,  excepto  que  está  ligado 
con  la  formación  de  los  ribosomas  (5). 

.Antes  de  proseguir  con  la  descripción  de  los  me- 
canismos en  la  síntesis  de  proteínas,  necesitamos  com- 
prender la  naturaleza  del  mensaje  contenido  por  los 
ácidos  nucleicos.  Este  ba  sido  probablemente  el  descu- 
brimiento científico  más  importante  en  la  historia 
de  la  ciencia:  la  solución  de  cómo  el  orden  de  las 
bases  en  los  ácidos  nucleicos  codifican  para  los  dis- 
tintos aminoácidos,  y por  ende,  cómo  ordenan  la 
síntesis  de  proteínas.  El  código  genético  fue  desci- 
frado principalmente  por  los  trabajos  de  Nirenberg  y 
su  grupo  (()).  Las  características  del  código  son  las 
siguientes: 


1.  es  un  código  de  tripletes,  es  decir,  el  conjunto 
de  tres  bases  (codón),  codifica  para  un  amino- 
ácido; 

2.  no  hay  superposición,  cada  base  participa  sola- 
metite  en  un  eodón; 

d.  el  eéxligo  es  degenerado,  ya  (jue  el  mismo 
aminoácido  puede  estar  codificado  por  más 
de  un  codón; 

4.  el  código  es  universal,  tanto  en  bacterias  como 
con  el  hombre  los  aminoácidos  son  codificados 
por  los  mismos  codones; 


CODIGO  GENETICO 
(Versión  ARNm) 

Primera  19  tO  Tercera 
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* Terminación  cadena 
AllG=N-P’ormil  metionina ( AllG  - N -F  -met) 
— iniciador  cadena 
UGA=Posible  terminación  cadena 

Abreviaturas  de  los  aminoácidos: 


ala  - alanina 

arg  - arginina 

asn  - asparagina 

asp  - ácido  aspártico 

cis  - cisteína 

fen  - fenilatanina 

gii  - glicina  o glicocola 

gln  - glutamina 

glu  - ácido  glutámico 

bis  - histidina 


ile  - isoleucina 
leu  - leucina 
lis  - lisina 
met  - metionina 
pro  - prolina 
ser  - serina 
tir  - tirosina 
tre  - treonina 
tri  - triptófano 
val  - valina 


Fig.  2:  Código  Genético 


Bol.  Asoc.  Mcd.  P.  Rico 
Marzo  1971 
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5.  los  espaciadores,  los  codones  de  puntuación, 
ocurren  solamente  entre  genes. 

La  Figura  2 muestra  la  versión  más  reciente  del  códi- 
go genético,  en  términos  del  ARNrn.  Esquemática- 
mente, la  síntesis  de  proteínas  procede  de  la  siguiente 
manera  (Fig.  3).  Primeramente  ocurre  un  desdobla- 
miento de  la  doble  hélice  del  ADN  en  el  área  del  gen 
que  se  va  a transcribir.  (Podemos  definir  el  gen  como 
la  porción  de  una  molécula  de  ADN  que  codifica  la 
síntesis  de  una  determinada  cadena  de  polipéptidos). 
Este  desdoblamiento  pennite  a una  enzima,  la  poli- 
merasa  del  ARN,  que  se  pegue  a la  cadena  del  ADN 
y comience  la  síntesis  del  ARNm.  La  cadena  de  ARNin 
: pasa  al  citoplasma  celular  donde  se  asocia  con  ribo- 
! somas  para  el  proceso  de  traducción.  Al  complejo 
ARNm-ribosoma  van  llegando  los  ARNt  con  los  amino- 
ácidos correspondientes,  dictados  por  le  anti-codón, 
el  triplete  del  ARNt.  El  enlace  péptido  se  establece 
y se  desprende  el  aminoácido  del  ARNt.  La  cadena 
polipéptida  continua  creciendo  en  esta  forma  hasta 
que  recibe  la  señal  para  terminar  la  cadena  por  medio 
de  un  codón  del  ARNm  de  terminación  de  cadena. 
Cabe  señalar  que  el  comienzo  de  síntesis  también  está 
indicado  por  un  codón  específico  como  se  ilustra  en 
la  Figura  3 (7). 

Lógicamente  tenemos  que  pensar  que  existen  me- 
canismos para  el  control  genético,  ya  que  no  todos 
los  genes  están  ordenando  la  síntesis  de  proteínas  a 
la  misma  vez.  Jacob  y Monod  propusieron  en  1961  el 
siguiente  mecanismo  para  control  genético  (8).  Pri- 
meramente definen  varios  tipos  de  genes.  Los  genes 
estructurales,  que  son  los  que  hemos  mencionado  hasta 
aliora,  son  los  que  forman  los  moldes  para  el  ARNm 
y causan  eventualmente  la  estructura  de  los  polipép- 
tídos  (Fig.  4).  Además  de  los  genes  estructurales, 
existen  otros  dos  tipos  de  genes,  el  gen  operador  y el 
gen  regulador.  El  conjunto  del  gen  operador  con  los 
genes  estructurales  bajo  su  control  se  conoce  como 
el  operón.  El  gen  regulador  produce  una  substancia 
represora  que  Gilbert  y Müller-Hill  (9)  han  aislado 
para  un  operón  de  Escherichia  coli,  el  operón  lac. 
Esta  proteína  se  asocia  con  el  ADN  del  operador  e 
inhibe  la  síntesis  de  ARNm  por  los  genes  estructurales, 
ya  que  evita  que  la  polimerasa  del  ARN  se  pegue  al 
operón,  lo  cual  hace  por  la  región  P,  promotora  y es 
. imprescindible  que  ocurra  esta  asociación  para  que 
empiece  la  síntesis  de  ARNm.  La  desrepresión  ocurre 
al  entrar  en  el  sistema  una  substancia  inductora  que 
se  asocia  con  la  represora  y hace  que  esta  se  despegue 
del  ADN  del  operador,  permitiendo  así  la  asociación 


CITOPLASMA  NUCLEO 


Fig.  3:  Esquema  de  la  síntesis  de  proteínas.  Para  explica- 
ción refiérase  al  texto.  (ARN  — ácido  ribonucleico;  m — 
mensajero;  t — transferencia;  A — adenina;  U — uracilo;  G — 
guanina;  C — citosina;  F — formil;  met  — metionina;  glu  — 
ácido  glutámico;  fen  — fenilalamina). 


REGULADOR  OPERON 


POLIMERASA 

ARN 

ARNm|  ARNm2 


Fig.  4:  Regulación  de  la  síntesis  de  proteínas.  Gene 
regulador  (R)  produce  represor  que  impide  a la  polimerasa 
del  ARN  asociarse  en  la  región  promotora  (P)  y,  por  lo  tanto, 
impide  la  síntesis  de  ARNm  por  los  genes  estructurales  (Ei, 

E2,  etc ) La  unión  del  inductor  con  el  represor  desreprime 

el  sistema  y la  síntesis  de  ARNm  puede  producirse.  (Refiérase 
al  texto). 

de  la  polimerasa  del  ARN  con  la  región  P y final- 
mente la  síntesis  del  ARNm. 

La  importancia  de  lo  que  hemos  discutido  no  es 
meramente  académica.  Estos  procesos  tienen  una 
importancia  vital  en  la  medicina  como  esperamos 
demostrar  ahora. 

Tomemos  primeramente  el  ADN.  El  año  pasado, 
el  Dr.  Winnick  (10)  demostró  la  relación  entre  mal- 
nutrición  y el  desarrollo  cerebral.  No  debemos  olvidar 
que  la  malnutrición,  tanto  en  Puerto  Rico  como  en  el 
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imiiido  cillero  conslilm  e iiii  proltlema  de  salud  iiii- 
[lorlaiitisiiiio.  Se  (‘Stiina  (jiie  aproxiiiiadaiiieiile  la  mitad 
de  la  [lolilaeióii  mundial  lia  sufrido  un  período  de  pri- 
vación uutricional  severa  duranle  la  niñez.  Al  [iresenle 
lia\  mas  de  .100  millones  de  niños  en  el  mundo  sufriendo 
de  malnulrieion.  Kn  .su  estudio,  Winnick  encontró  ipie 
existe  un  ¡leríodo  crilict)  en  el  crecimiento  postnatal, 
21  días  en  la  rala,  ó meses  (m  los  luinianos,  duranle  el 
cual  la  mainutrición  [irodiice  una  di.sminución  en  la 
sínte.sis  del  ADM  en  el  cerebro  (jue  no  .se  corriffc  al 
re-instaurar  una  alimentación  adecuada.  Las  manifes- 
taciones de  esta  alteración  no  solamente  es  el  de  una 
di.sminución  en  la  circunferencia  cefálica,  sino  también 
una  disminución  en  el  cociente  de  inteligencia,  aumento 
de  anomalías  en  electroimcelalograma,  etc.  Auiupie 
(|ueda  por  probar  ipie  esta  disminución  en  la  síntesis 
de  ADN  no  .se  limita  al  ADN  cerebral,  el  cuadro  clínico 
que  presenta  el  mainutrido  .severo  tiende  a apuntar 
bacia  esa  dirección.  No  olvidemos  que  una  disminución 
en  la  cantidad  de  ADN  produce  necesariamente  una  dis- 
minución en  la  síntesis  de  todas  las  otras  proteínas, 
aleclando  en  forma  im'dtiple  al  organi.smo.  Ll  caso  nú- 
mero I es  el  de  un  nino  (b‘  siete  años  con  mainntrición 
[iluricarencial  severa.  Este  niño,  con  un  peso  de  12 
libras  al  momento  de  admisión  al  Hospital  de  Pediatría 
del  Instituto  Mexicano  del  .Seguro  Social,  .sufrió  de  una 
ingesta  deficiente  desde  su  nacimiento,  no  solamente 
debido  a la  falta  de  alimentos  debido  a la  precaria 
condición  económica  de  la  iamilia,  sino  también  como 
re.siiitado  de  un  delecto  eongénito,  [laladar  hendido, 


Caso  Núm.  I:  Niño  de  7 años  en  estado  de  malnutrición 
plurkarencial  severo,  tipo  marásmico  (Paciente  del  ür.  Silvestre 
F renk,  IMSS,  México). 


W ó 

José  Miftuel  García  Gastro, 


(jue  dilicultaba 


Luego  de  establecida  la 


carencia  mi Iricional  primaria,  con  la  consecuente  pér- 


dida <l(‘  disacaridasas  intestinales  (II),  la  madre  cambió 


de  dieta,  de  leche  a un  “alolilo’'  (agua  de  maíz)  ya  que  ^ 


I 


la  [irimera  le  causaba  diarri'as.  I)c  esta  forma  se  esta- 
bleció el  ciclo  que  acentuó  cada  vez  más  la  nialnulri-^ 
ción  basta  llevarlo  a esta  etapa  .semi-calalónica,  vegetal  — 
sin  hablar,  sin  manifestaciones  emotivas.  Además  de 
todas  estas  manifestaciones  directas  o indirectas,  retraso 
immtal,  eslalural,  ponderal,  cnzimálica,  de  disturbios 
en  la  síntesis  de  polipéptidos,  el  niño  nianileslo  una 
deficiencia  en  los  sistemas  inmiinolcigicos  y murió  como 
consecuencia  d«‘  una  inlección  masiva.  I'm  este  ca.so 
y en  otros  parecidos  .se  encuentran  cambios  cerebrales 
parecidos  a los  descritos  [lor  Winnick  — un  peso  cerebral 
muy  por  debajo  de  lo  normal  con  un  contenido  de  ADN 
igualmente  bajo.  Es  importante  también  subrayar  la 
irreversibilidad  de  estos  cambios  en  este  caso,  especial- 
mente cuando  lo  contrastamos  al  caso  número  2,  el  de 
una  niña  de  seis  años  con  Kwashiorkor.  La  carencia 
alimenticia  en  este  caso  es  principalmente  de  tipo 


Caso  Núm.  2:  Niña  de  6 años,  en  estado  de  malnutrición, 
tipo  Kwashiorkor  (Paciente  del  Dr.  Silvestre  Frenk,  IMSS, 
México). 
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lirolcico  y vilimiiiiico,  s«‘i¡;uii  lo  cvidciiciun  los  cuniltios 
<’M  la  |ti<‘l,  el  |iflo  V <‘l  (‘(It'tna.  Tamlúrii  se  observó  una 
alteración  en  la  alieioii  y una  inlob'raneia  a la  lactosa. 
Todos  estos  sifíiios  revertieron  a lo  normal  una  vez  (|ue 
se  eorrijiió  la  eareneia  alimenticia.  I.a  dilereneia  entre 
ambos  casos,  adimiás  de  ser  el  |irimero  cansado  (lor  una 
delicieneia  [ilurieareneial  v <‘l  .seiriindo  por  eareneia 
[iroteiea-vitaminiea,  es  (|ne  en  el  (irimero  el  proceso 
se  estableció  desd<'  el  nacimiento,  como  babíamos 
indicado,  mientras  (pie  en  el  sefUindo,  el  proceso 
comenzó  va  pasado  el  período  critico  descrito  por 
Winniek,  v por  ende,  no  resulto  irreversible.  I'istos 
casos  demuestran  la  existencia  de  un  periodo  critico 
durante  el  cual  la  mainutrieión  produce  cambios  irre- 
versibb's,  cambios  (|ue,  aiimpie  bipotetieauien te  |ior 
ahora,  jiarei-eii  tener  sn  orijcen  en  una  disminución 
en  la  síntesis  del  ADN  acompañado  por  la  disminu- 
ción eonseeuente  de  todos  los  productos  derivados 
del  AI),N. 

Keeientemente,  .'^l•tlo\^  v col.  (I-)  lian  presentado 
evidencia  de  eonio  otra  alteración  al  nivel  de  los  ácidos 


Fig.  .5;  Efecto  de  la  luz  ultravioleta  sobre  el  ácido  desoxirri- 
bonucleico:  la  formación  de  dímeros  de  timina  (T  — timina,  A = 
adenina,  G = guanina,  C ^ citosina). 


nucleicos  produeim  una  eondieion  eliniea.  I.a  altera- 
ción a la  cual  nos  relerinios  esta  vez  eoneierne  tam- 
bién el  '\1)\,  espeeílieaniente,  el  proceso  de  repara- 
ción cic-l  ADN.  I'.l  \l)\  .sutn*  varios  cambios  tiebidos 
al  cdc'c  to  cic'  la  luz  ultravioleta,  l no  de  ellos  c-s  la 
íc)rniaeic)n  de  cIÍiiictos  cIc-  timina,  entre*  tiniinas  aclv  a- 
eentc's,  c*n  la  misma  eadc'na  de  Al)\,  como  con 
timinas  c*n  la  otra  eaclc*na  (Kie.  •ó).  Normabnc-ntc* 
existe  una  c*nzima,  una  enclonueleasa,  cuya  luneion 
c's  la  de*  cortar  c*l  sc‘i£mc*nto  del  Al).\  donde*  ha  (jeurri- 
do  la  clim(*rizaeion,  cosa  de*  pc*rmitir  a la  polimc*rasa 
clc*l  \|)N  rc*|)arar  la  eadc*na.  Sellow  y col.  lian  clc*mos- 
trado  cpic*  bay  una  clc*riei(*neia  de*  c*sta  c*nzima  c*n  los 
ea.sos  de*  xc*roclernia  pi^mc*ntosum,  una  enfermedad 
de*  transmisicHi  autosomiea  rc*ec*siva  (caso  minH*ro 
I'.sta  eondieión  .se*  earaetc*riza  |)or  una  sensibilidad  c*xa- 
‘íc*racla  a la  luz  ultravioleta.  I.os  individuos  aleclaclos 
muc*stran  daño  .sc*vero  a la  piel,  atrofia,  t(*langieelasia, 
cjUc*rato.sc*s,  cambios  epic*  [iroffresan  irremc*diablemc*nte 
V epic*  terminan  c*n  neoplasias  malicjiias  de*  la  piel,  eau- 
satulo  la  muc*rtc*  anlc*s  de*  los  .'U)  años,  td  meeanismcj 


Caso  Núm.  3:  Jóven  con  xeroderma  pigmentosum,  enfer- 
medad molecular  causada  por  una  deficiencia  enzimática.  (Ver 
texto).  Obsérvese  la  ausencia  de  lesiones  ¡gg  ¿reas  no  ex- 
puestas directamente  a la  luz  solar.  (Pacienie  del  Dr.  Víctor 
M.  Torres,  Escuela  de  Medicina,  ilPR). 
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por  el  cual  la  no  reparación  del  ADN  puede  causar 
estos  cambios  se  desconoce.  Es  posible  que  la  pre- 
sencia en  sí  de  los  dímeros  puedan  producir  altera- 
ciones en  la  homeostasis  celular,  o (jue  los  cambios 
sean  debidos  a una  síntesis  de  proteínas  alteradas  y 
sean  éstas  las  responsables  de  los  disturbios  que  obser- 
vamos en  esta  enfermedad. 

Pasemos  ahora  a otro  ejemplo,  mucho  más  cono- 
cido y más  directo,  de  la  relación  de  cuadros  clínicos 
con  el  material  genético,  las  hemoglobinopatías.  El 
primer  ejemplo  de  una  enfermedad  molecular  fue  la 
elucidación  de  la  patogénesis  de  la  anemia  drepano- 
cítica  (siclemia).  En  1910  Herrick  describió  por  pri- 
mera vez  en  un  estudiante  de  medicina  hindú  la  enfer- 
medad de  anemia  africana  o drepanocitosis,  llamada 
así  por  la  forma  falcifonne  que  adtpiieren  los  hema- 
tíes al  perder  oxígeno  o reducirse  (13).  Herrick  clasifi- 
có la  anemia  como  leve  y severa,  anticipando  las  des- 
cripciones clínicas  del  heterocigoto  v del  bomocigoto. 
La  causa  de  esta  anemia  permaneció  descíjnocida  hasta 
el  1949  cuando  Pauling  y col.  (14)  describen  diferencias 
en  migración  eleclroforética  entre  la  hemoglobina  nor- 
mal y la  de  los  afectados  con  drepanocitosis.  Esta  hemo- 
globina la  llamaron  Hb  S.  Además  observaron  (jue  los 
padres  de  los  niños  afectados  tienen  partes  de  Hb  S y de 
la  normal  (Hb  A)  (Fig.  6).  La  razón  de  la  diferencia 
electroforética  fue  descubierta  por  Vernon  Ingram  en 
19.56  (15)  (piien  caracterizó  la  Hb  S y encontró  una 
diferencia  de  un  solo  aminoácido  al  conq)ararla  con  la 
normal.  F4  cambio  ocurre  solamente  en  el  sexto 
aminoácido  de  la  cadena  Beta  de  hemoglobina,  susti- 
tuyéndose el  ácido  glutámico  de  la  nonnal  por  valina 
en  la  Hb  S.  Esta  sustitución  imparte  a la  molécula 
una  carga  eléctrica  distinta  que  se  matiifiesta  en  las 
diferencias  electroforéticas  que  hemos  mencionado. 

l'tilizando  el  código  genético  podemos  reconstniir 
el  origen  de  esta  sustitución.  Las  posibilidades  son  de 
(jue  un  codón  GAA  pase  a GUA  o de  que  GAG  pase  a 
GUG.  En  ambos  casos,  cada  vez  que  ocurra  este 
codón  alterado,  valina  ocupará  la  posición  que  antes 
ocupaba  el  ácido  glutámico.  Al  nivel  del  ADN,  el  origen 
de  esta  hemoglobina  se  explica  por  medio  de  una  sola 
mutación  en  uno  de  los  nucleótidos  del  triplete,  timina 
mutando  a adenina.  Es  casi  imposible  creer  que  el 
mero  cambio  de  un  solo  aminoácido  en  una  molécula 
compleja  como  la  de  hemoglobina  pueda  producir 
manifestaciones  clínicas  tan  dramáticas;  anemia  severa, 
úlceras,  infartos,  crisis  abdominales,  cambios  óseos,  etc. 
Cabe  señalar  que  ya  son  más  de  100  las  hemoglobinas 
anormales  que  se  han  descubierto,  todas  resultado  de 
cambios  sencillos  en  aminoácidos  en  distintas  posiciones 


en  la  molécula  ( 16). 

Otro  ejemplo  clínico,  aunque  aún  no  tan  bien  elucida- 
do, es  el  caso  de  la  talasanemia,  anemia  del  mediterrá- 
neo o de  Cooley.  El  mecanismo  por  el  cual  se  produce 
la  anemia  en  esta  condición  es  distinto  ai  de  la  drepano- 
citosis. El  problema  no  es  de  alteración  en  la  composi- 
ción de  los  aminoácidos  de  la  molécula  de  hemo- 
globina, sino  de  la  cantidad  que  se  sintetizan.  Así  pues, 
en  la  Beta  talasanemia  hay  una  disminución  en  la  sín- 
tesis de  las  cadenas  beta  de  la  molécula  de  hemoglobina 
y en  Alfa  talasanemia  la  disminución  es  en  la  síntesis 
de  las  alfa  (17).  Exactamente  por  qué  existe  esta  dis- 
minución aún  no  se  sabe.  Ingram  (18)  ha  sugerido  que 


Fig.  6;  Electroforesis  de  hemoglobina  en  gel  de  almidón, 
pH  8.6  migración  es  hacia  el  polo  positivo.  Las  bandas  repre- 
sentan, de  izquierda  a derecha:  l)  Hb  S (homocigoto);  2)  Hb  F 
3)  Hb  .45  (hetorocigoto);  4)  Hb  A (homocigoto);  5)  y 6)  Hb  .45; 
7)HbFSA2. 


ACIDOS 
njMARICO  Y 
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14g.  7:  Errores  innatos  del  metabolismo.  Metabolismo  de 
fenilalanina,  indicando  las  condiciones  que  se  producen  al 
interrumpir  los  procesos  metabólicos  en  varios  puntos. 
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se  produce  un  ARNm  defectuoso  que,  debido  a su  de- 
fecto, bloquea  un  grupo  de  ribosomas  y así  se  reduce 
la  síntesis  de  la  cadena  en  cuestión.  Otra  explicación, 
usando  el  modelo  de  Jacob  y Monod,  es  que  el  defecto 
reside  en  el  control  o la  regulación  de  la  producción 
de  las  cadenas  a través  de  una  represión  anomial 
del  operador  que  controla  a los  genes  estructurales 
responsables  del  ARNm  en  cuestión,  lo  cual  podría 
ser  en  cualquiera  de  las  moléculas  que  intervienen 
en  la  regulación  de  la  síntesis  protéica,  como  men- 
cionamos al  principio. 

Finalmente  tenemos  como  ejemplo  a los  errores 
innatos  del  metabolismo,  nombrados  así  por  Garrod 
en  1902  (19).  Se  entiende  por  error  innato  del  meta- 
bolismo el  trastorno  bioquímico  debido  a la  ausencia, 
determinada  por  factores  genéticos,  de  una  enzima 
específica.  La  falta  de  esta  enzima  interrumpe  en  ese 
punto  una  vía  metabólica  y produce  efectos  clínicos, 
ya  sea  por  la  acumulación  del  precursor  o metabolitos 
intermedios,  como  en  la  fenilcetonuria  o en  la  alcapto- 
nuria  (la  condición  descrita  por  Garrod  originalmente) 
o por  una  disminución  en  el  producto  final,  como  en  el 
albinismo  (Fig.  7).  Aunque  aún  no  se  ha  demostrado 
el  punto  exacto  al  nivel  de  los  ácidos  nucléicos  donde 
ocurre  el  cambio,  una  posibilidad  es  que  ocurra  una 
mutación  en  el  gen  que  codifica  la  síntesis  de  la  enzima, 
o parte  de  la  enzima  en  cuestión  y que  esto  produce 
‘"arnbios  que  afectan  su  función,  sea  ya  por  cambios 
estructurales  en  la  molécula  o por  una  disminución 
in  la  síntesis  produciendo  una  disminución  o ausencia 
;casi  total  de  la  enzima. 

Los  ejemplos  que  hemos  considerado  son  de  altera- 
iiones  en  el  material  genético  conducentes  a cuadros 
clínicos  particulares.  No  debemos  olvidar,  sin  embargo, 
]ue  existen  interacciones  constantes  entre  el  material 
genético  y el  medio  ambiente.  Durante  el  crecimiento 
/ desarrollo  los  niveles  de  enzimas  específicas  varían  en 
determinados  momentos,  como  varían  también  los  ni- 
/eles  de  otras  tantas  proteínas.  También  recordemos 
como  se  alteran  los  tipos  de  proteínas  en  distintas  etapas 
del  desarrollo,  como  por  ejemplo,  la  síntesis  programada 
cronológicamente  de  los  distintos  tipos  de  hemoglobinas 
lonnales.  En  fin,  estamos  apenas  comenzando  a cono- 
cer estas  interacciones.  Al  conocer  más,  los  ejemplos 
clínicos  se  multiplicarán. 

, En  resumen,  en  este  trabajo  hemos  explicado  como 
;l  ácido  desoxirribonucleico,  ADN,  por  el  proceso  de 
transcripción  produce  el  ácido  ribonucleico  mensajero, 
\RNm,  que  a su  vez  y en  los  ribosomas  ordena  la  se- 
cuencia correcta  de  aminoácidos  en  un  polipéptido,  con 
a intervención  del  ácido  ribonucleico  de  transferencia. 


ARNt  (proceso  de  traducción).  También  hemos  ano- 
tado un  posible  mecanismo  en  la  regulación  de  la 
síntesis  de  proteínas  utilizando  el  modelo  de  Jacob  y 
Monod.  Finalmente  hemos  presentado  varios  ejem- 
plos de  cuadros  clínicos  producidos  por  alteraciones 
en  cada  uno  de  estos  procesos  moleculares:  síntesis 
del  ADN  y rnalnutrición;  defecto  en  la  reparación  del 
ADN  y xeroderma  pigmentosum;  alteración  en  un 
nucleótido  y drepanocitosis;  defecto  en  la  regulación 
de  síntesis  y talasanemia;  y finalmente,  defecto  en  la 
producción  funcional  de  enzimas  y los  errores  innatos 
del  metabolismo. 

Summary 

Recent  advances  in  molecular  biology  have  demons- 
trated that  indeed  it  is  imperative  for  the  practicing 
physician  to  become  acquainted  with  the  basic  tenets 
and  terminology  of  this  branch  of  science,  for  the  un- 
raveling of  the  etiology  of  many  illnes.ses  will  be  in 
molecular  terms.  In  this  article,  we  have  reviewed 
how  deoxyribonucleic  acid,  DNA,  by  the  process  of 
transcription  produces  messenger  ribonucleic  acid,  niR 
NA,  which  then  through  the  ribosomes  in  the  cyto- 
plasm of  the  cell  orders  the  correct  sequence  of  amino- 
acids  of  a polypeptide,  the  process  of  translation,  using 
the  individual  aminoacids  brought  to  the  ribosome— 
mRNA  complex  by  the  transfer  ribonucleic  acids,  tR- 
NA.  The  regulation  of  the  synthesis  of  proteins  was 
explained  in  terms  of  the  model  proposed  by  Jacob  and 
Monod,  which  defines  various  types  of  genes:  a regu- 
lator gene  producing  a protein,  the  repressor,  which 
binds,  in  the  complex  of  genes  called  the  operon,  the 
operator  gene,  thus  preventing  the  ARN  polymerase 
from  binding  to  the  promotor  region,  and  therefore 
inhibiting  the  production  of  the  various  mRNA’s  by 
their  respective  structural  genes.  Finally,  clinical  ex- 
amples due  to  alterations  at  these  various  molecular 
levels  were  presented:  synthesis  of  DNA  and  mal- 
nutrition; defect  in  the  repair  of  DNA  and  xeroderma 
pigmentosum;  alterations  in  nucleic  acids  and  the  hemo- 
globinopathies; defects  in  the  regulation  of  protein 
synthesis  and  the  thalassemias,  and  lastly,  defects  in 
the  production  of  enzymes  and  the  inborn  errors  of 
metabolism. 
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EL  SINDROME  DE  LOS  PULGARES  ANCHOS 
(SINDROME  DE  RUBINSTEIN  Y TAYBI): 

A PROPOSITO  DE  UN  CASO 


Manuel  K.  Soto  Viera,  MI)* 
José  Mji^iel  (jarcia  (iasiro,  MI)  ** 


J;i(  k Huliiiislciii  \ I loosliaii^  Ta\  l»i  descrikieron. 

<•11  l'Kt.j.  uti  iiiK'xo  SI  ikIi'oiiic  caractcrizailo  por 
la  asociación  (l<'  anomalías  ilc  los  pnl<;arcs  y de  los 
d<‘ilos  cTandi's  d<'  los  pies  con  sincidarcs  rasffos  laciali's. 
rclraso  imiilal  \ cnaiiisnio  (I).  La  [irciociilail  del 
diiif’iioslico  <‘s  de  snina  iniporlaneia  |iara  asesorar  li'iii- 
|)rananienle  \ ion  acierto  a los  padri's  del  niño,  en 
|)re\  ision  de  las  dilienItaiL's  ipii-  lialira  i'ii  sii  erian/.a 
e iiisirneeion.  así  como  en  sn  adaptación  a la  \ ida 
liojiareña  \ eoninnal. 

I'.l  caso  (|ii<'  a eontiiiiiaeion  expolíenlos,  es  el  pri- 
mero ipie  se  pnliliea  i-ii  l’iierto  Kieo. 

Descripción  del  Caso 

Marfiarila  nació  en  l,a  I Liliana  el  .ti  de  mayo  de  I ')íi6 
por  o[)eraeion  cesárea  Incfio  de  nn  endiara/.o  ale>;adamente 
normal  \ liajo  vifjilaniia  m(■■diea  prenatal  destie  el  primer 
Iriniesiri'.  emiiarazo  dnranle  el  enal  los  movimii’ulos  fecales 
Ineron  normales,  la  madre  no  padeeiii  enl'ermedaile.s.  no  lomó 
medieamenlos  ni  di'liió  Iraliajar  o r<'sidir  en  Indares  que  la 
expusieran  a loxieos.  I.a  ei'sárea  ,se  hizo  deludo  a una  cesárea 
[irevia.  Kiiqileóse  anestesia  ra<|uídea.  Kl  belié  nació  eianólieo 
y ludio  (pie  "ponerlo  en  oxífíeno"  — aunque  no  en  ineuliadora— 
dnranle  las  primeras  Di  horas.  Llamó  la  atención  ipie  lloraba 
con  poca  Inerza  y (pie  era  nn  bebe  poco  activo. 

Pe.so  J.íí.i , pramos  al  nacer.  Se  dcsconoeen  .sus  medidas. 
I'd  periodo  neonatal  Iran.scnrrio  sin  más  problemas  (pie  un 
estreñimiento  transitorio,  combatido  con  supositorios  de 
f'liccrina.  Ln  pcncral,  el  primer  año  de  vida  .se  cumplió  sin 
(pie  el  bebe  .suiriera  de  cnlcrmedad  diijna  de  mencionarse. 

ÍNo  lúe  asi.  sin  endiarpo.  en  cnanto  a su  alimentación, 
crecimiento  y dc.sarrollo. 

Marparila  hie  nn  hchc  "dilicil  de  alimentar”,  y ello  [lorque 
era  [loco  aeli\a  . La  madre  estuvo  conlonue  durante  los 
primeros  tres  mc.ses,  pero,  entrado  el  cuarto  mes.  reparó  (pie 
su  bebe  se  ipiedaba  "tal  como  lo  ponían'  . .Mantenía  no  ob.s- 
Lnde  la  cabeza.  \.  al  lomársele  en  lirazos.  no  se  le  .sentía  flojo 


/)<■  líi  OficiiKt  (le  HrfiioiKit  y de  /«  Sección 

lie  l’edinlnii  Social  del  //o.s/u/n/  / nicersilario,  ( entro  Védico, 
l.scnela  de  Medicina.  ( /’/(. 

Del  I .ahoralorio  de  (, enetica  Médica  y ( entro  de  Invexti- 
ttaciones  ( 'linicas,  l•.scnela  de  Meilicina,  l l‘l{. 

Snlivencionado  en  ¡larle  por  los  Institutos  iSacioiudes  de 
Salad  (IR  lll)l)(>:!-0<>). 


(■'monpo”).  A la  edad  de  f)  rne.ses,  asía  la  maraquita,  la  .sos- 
tenía por  un  ralo,  pero  no  la  pasaba  de  una  mano  a la  otra; 
a los  H me.se.s,  si  la  sentaban,  se  mantenía  sentada;  a los  9,  .si 
la  ponían  de  pie,  a.sí  .se  quedaba,  sin  moverse;  a los  10,  in- 
tentaba incorporarse  si  estaba  sentada,  pero  no  lo  lograba; 
dio  los  primeros  pasos,  asistida,  aJ  año,  y sola  a los  14  meses, 
pero  no  fue  hasta  cumplidos  los  17  que  caminó  “dispuesta 
y sola”.  Nunca  gateó.  Dijo  “adiós”  a los  14  meses;  “tiró” 
el  primer  beso  a los  2 años,  y también  a esa  edad  “hizo 
tortitas”;  no  jugó  con  muñecas  hasta  después  de  ese  cumple- 
años. Su  voz  fue  siempre  débil,  pero  nunca  ronca;  tuvo  el 
primer  dietde  al  año;  a los  14  meses  tenía  dos;  a los  2 años, 
fallaban  por  .salir  “todas  las  muelas”.  Para  la  fecha  en  que  se 
e.seribe  esta  re.seña  — cuando  la  niña  tiene  4 años  y 6 meses  — 
todavía  defeca  y .se  orina  encima.  Aún  no  .sabe  vestirse  sola, 
abotonar  ni  desabotonar  las  blu.sas,  quitarse  los  zapatos  de 
hebilla.s,  pero,  alegadamente,  distingue  la  parte  delantera  de  la 
ropa,  de  la  Ira.sera.  Se  nos  dice  que  sabe  correr  veloeíped<v 
y cepillarse  los  dientes.  Tiene  un  hermano,  su  ntayor  por 
4 años,  y “.se  lleva  hien  con  él”;  si  da  quejas,  lo  hace  en  una 
jerga  ininteligible  excepto  para  sus  íntúnos  (“mami  bibi  mimi 
(piila").  Es  una  niñita  apacible  y sonriente. 

De  la  evaluación  psicométrica  a que  se  le  sometiera  el  9 
de  septiembre  de  1970,  citamos  lo  siguiente:  “.  . . con  una 
edad  cronológica  de  4 años,  4 meses,  alcanza  en  la  pnieba 
una  edad  mental  de  2 años,  lo  cual  le  acredita  un  cociente 
de  46.  Estos  resultados  indican  un  funcionamiento  intelectual 
a nivel  de  deficiencia  mental  severa.  . . (La  niña)  manifiesta 
una  marcada  insuficiencia  en  su  capacidad  para  razonar,  con- 
ceplualizar,  percibir  discriminatoriamente,  meinorizar,  concen- 
trar, y para  realizar  tareas  que  requieren  coordinación  visuo- 
motora”. 

En  suma,  ios  hitos  del  desarrollo  de  esta  paciente  demue.s- 
tran  un  retra.so  general.  Alarmados,  los  padres  solicitaron 
atención  médica  cuando  Margarita  cumplió  14  meses.  En- 
tonce.s,  durante  4 meses,  se  le  impuso  un  tratamiento  con 
extracto  tiroideo,  y luego  con  Proloid  ® durante  dos  meses 
más.  Se  nos  dice  que  esa  terapia  fue  prescrita  "luego  de  hacer 
las  pruebas  de  tiroides”  (sic).  y hubo  que  su.spenderla  cuando 
la  niña  exhibió  síntomas  de  toxicidad. 

Eos  antecedentes  familiares  se  presentan  en  la  figura  1. 
Como  se  puede  observar,  Margarita,  la  única  afectada  en  esta 
familia,  es  producto  de  un  segundo  embarazo  de  padres  no 
con.sanguíneos.  Tanto  su  hermano  mayor  como  sus  primos 
paternos  y maternos  no  presentan  señas  clínicas  de  este 
síndrome.  En  111  - 2 se  investigó  la  posibilidad  de  debilidad 
mental,  pero  los  hallazgos  físicos  y de  laboratorio  son  de 
un  niño  completamente  normal,  de  acuerdo  con  la  informan- 
te. 

Las  medidas  de  esta  niñita  demuestran  un  enanismo  pro- 
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SINDROME  DE  RUBINSTEIN  Y TAYBI 

FAMILIA  PC  (PE-  77) 


Fig.  1:  Antpcedentes  familiares  de  Margarita  /'...  (.... 

n varón  H ó ® = afectados 

O = hembra  ó 0 — fallecidos 

I I:  Buena  salud,  excepto  por  hipertensión  arterial.  I -: 

Ancló  en  1891,  murió  en  I9ób  como  consecuencia  de  un 
ataque  cardíaco.  1-3:  Vació  en  1910,  murió  en  1953  con 
carcinoma  del  esófago.  I-I:  -Sació  en  1905,  murió  en  1933 
de  muerte  accidental.  11-4:  Madre  de  Margarita.  Vació  en 
1930.  Goza  de  buena  salud.  11-5:  Padre  de  Margarita.  Vació 
en  1928.  Ha  sufrido  de  cálculos  renales.  111-2:  Sació  mi 
1961.  Descrito  por  ¡1-4  como  "mav  nervioso  '.  .5e  planteó 

el  problema  de  retraso  mental,  pero  los  reconocimientos 
médicos  no  lo  confirmaron.  111-4:  Sació  en  1962.  Com- 
pletamente normal.  III-5:  Caso  índice:  Vació  en  lOtió. 
\fectada  con  el  síndrome  de  los  pulgares  anchos  (síndrome 
de  Rubinstein  y Taybi).  \o  hay  evidencia  de  con.sanguinidad 
entre  H-4  y II  5. 


porcionado.  Son  las  siguientes: 

Talla:  % cins.  por  debajo  del  3er  pereentil  (edad  talla: 
2 1/2  a 3 años).  Peso:  16.7  kgs..  en  el  pereentil  30  (edad 
peso:  4 años),  ligera  discrepancia  con  la  talla  que  da  a 

Margarita  cierto  aspecto  regordete.  Perímetro  cefálico:  43.7 
cms.,  correspondiente  ai  de  un  bebé  de  1 año;  torácico:  33 
cms.,  nonnaJ  para  su  edad.  Alcance:  03.3  cms.  Razón 
segmento  superior  ¡segmento  inferior:  1.17. 

Al  reconocérsele,  se  obtuvieron  los  sisniientes  signos  ge- 
nerales: temperatura,  37.4  C (R);  pulso,  96;  frecuencia 

respiratoria,  26;  presión  arterial,  130/80  en  el  brazo  derecho, 
120/80  en  el  brazo  izquierdo,  116/80-70  en  el  muslo  dere- 
cho, 110/80-70  en  el  muslo  izquierdo.  Aprensiva  la  niña 
en  esos  momentos,  es  posible  que  la  presión  .sistólica  anotada 
entonces  sea  poco  fidedigna,  pero  tanto  ésa  como  la  diastólica 
.se  encuentran  en  los  límites  suiieriores  de  lo  que  se  considera 
como  nonnal  a e.sa  edad. 

Demostró  los  siguientes  hallazgos  físicos  pertinentes:  una 
facies  peculiar,  en  la  que  resaltan  los  ojos,  la  nariz  y la  forma 
esencialmente  triangular  del  rostro  (Figura  2);  cabeza  pequeña, 
ojos  con  oblicuidad  antimongoloide  y discreto  epicanto  bilateral, 
sin  ninguna  otra  anomalía  (aunque  dan  la  impresión  de  estar 
tnuy  juntos  uno  del  otro,  las  distancias  cántica  e interpupilar 
son  nonnales);  nariz  picuda  (el  cartílago  .septal  se  adelanta 
hacia  un  plano  que  queda  por  delante  del  que  corre.sponde 
a los  agujeros  nasales,  lo  cual  imprime  a la  nariz  su  forma 


Fig.  2:  Tacies  peculiar  de  la  paciente  (Síndrome  de  Rubin.'!- 
teiii  \ favbil.  Destácanse  la  forma  triangular  del  rostro,  la 
oblii  uidail  antimongoloide  de  los  ojos,  la  nariz  picuda  con  .septo 
.sobresaliente.  idviértanse.  además,  la  discreta  rotación  hacia 
atrás  del  pabellón  de  la  oreja  y el  labio  superior  fino.  Vo  .se 
nota  en  la  fotografía  el  hemagioma  eapilar  de  la  frente,  que  se 
ha  descrito  a menudo  en  este  .síndrome. 


llamativa):  liemangioma  capilar  (nevo  Rámeo)  de  la  frente;  . 
pabellón  de  la  oreja  ligcr;unenle  rolado  hacia  atrás;  labio  Jij 
superior  delgado;  dientes  pecpieños;  sin  que  falte  ninguno’'(!E 
de  los  dcciduo.s,  los  dientes  incisores  centrales  están  insertados 
oblicuamente,  y uno  de  los  superiores  tiene  un  sesgo  en  su 
ángido  medial  (lue  es  de  origen  congénito,  vale  decir,  no 
traumático;  paladar  ó.seo  estrecho  y gótico;  quijada  discreta- 
mente pequeña,  sin  maloelusión;  postura  lordótica,  con  acen- 
tuación lie  la  lordosis  que  es  fisiológica  a esta  edad;  obesidad 
relativa  (cf.  su|)ra.  medidas),  evidente  en  el  espesor  de  la  pared 
aiidominal;  dos  pequeños  nevos  planos,  uno  en  la  ingle  derecha 
y otro  en  el  lado  derecho  del  cuello;  ,so])lo  sistólieo  débil, 
láteroesternal  izquierdo,  apenas  audible,  y,  de  hecho,  no  en 
cada  exiunen,  sin  otros  signos  que  sugieran  organicidad  (en 
particular,  los  pulsos  periféricos  son  lodos  normales,  no  hay 
cianosis  ni  dedos  hipocrálicos);  pulgares  gordos  y algo  cortos 
in.serlados  con  angidaeión  radial  (figura  3);  dorso  de  los 
pies  abultado,  sin  ipie  liava  edema  (Figura  I);  dedos  grandes 
de  los  pies  también  redondos  y cortos  (Figura  3). 

I.a  figura  ()  muestra  los  hallazgos  dcrmaloglífico.s.  Sohre- 
Siden  los  puntos  siguientes:  ausencia  bilateral  de  surcos  de 
simio:  posición  proximal  del  Irirradio  |)almar(l).  produciéndo- 
se un  átigulo  aid  de  4()  en  ambas  manos;  presencia  de  patrones 
en  las  áreas  tenar  e hipolenar,  y entre  las  tenar  e inlerdigilal  I; 
di.smmución  en  el  número  total  de  pliegues  digitales;  la  exis- 
tencia de  patrones  digitales  peculiares,  bucles  cubilales(ulnares) 


atípicos  de  tan  estrecha  apertura,  y con  una  disposición  del  | 
Irirradio  casi  medial,  (pie  .se  asemejan,  a simple  vista,  a arcos 


entoldados.  I'ambién  re.sulla  curiosa  la  orientación  de  los  surcos 
principales  de  flexión,  ya  (pie  éstos  no  se  unen  en  el  borde 
radial  de  la  mano  como  es  lo  ii.sual.  Fslos  hallazgos  serán 
objeto,  con  más  detalle,  de  una  príixima  comunicaeion  (2). 

(iabe  mencionar  signos  físicos  que  no  estaban  pre.senles; 
las  fo.sas  nasales,  los  límpano.s,  las  encías,  la  mucosa  oral, 
la  lengua,  el  velo  del  paladar  y la  íiviila  tenían  todos  iiii 
a.specto  normal;  no  había  plerigión  colli  ni  más  anomalías 
cutáneas  que  las  ipie  .se  mencionaron  (excepto,  ipiizás,  una 
peipieña  cicatriz  (pieloide  eonseeiicncia  de  la  vacunaciíni  anti- 
V ariídica);  los  cabellos  aparecían  en  eautidad  \ posieií)!!  ñor- 


liol.  I.voc.  ^Ifd-  !'■ 

Marzo  l<)7l 


St'ndronie  do  los  Pidiiarcs  I nchos 
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Kig.  Síndrome  de  Rubinstein  y Taybi:  pulgares  anchos, 
algo  cortos,  insertados  con  angulación  radial. 


Fig.  4:  Seudoedema  del  dorso  de  los  pies. 


Fig.  Dedos  grandes  de  los  pies,  anchos  y cortos. 


• to 


Fig.  6:  Dennatoglifos  de  Margarita  P...  C...  Los  números 
sobre  los  dedos  representan  el  número  de  pliegues  dactilares 
en  ese  dedo.  El  total  de  pliegues  dactilares  es  94,  muy  por 
debajo  de  lo  normal.  Referirse  al  texto  para  la  descripción 
de  los  otros  hallazgos. 


males;  no  existían  otras  malformaciones  esqueletales;  no  liabía 
hernias;  los  genitales  externos  y el  ano  tenían  un  aspecto  nor- 
mal; por  último,  si  el  examen  neurológico  permitió  apreciar 
cierta  incoordinación  motora  en  lo.s  movimientos  finos  como 
lo  son  los  de  los  dedos  de  la  mano,  tal  reconocimiento  fue, 
por  lo  demás,  negativo  (en  particular,  no  había  hipotonía 
y la  marcha  era  normal). 

Los  exámenes  paraclínicos  han  demostrado  lo  siguiente 
de  interés;  edad  ósea  de  2 1/2  años  a la  edad  cronológica 
de  3 años,  4 meses;  E.  E.  G.  hecho  a la  edad  de  3 años, 
!8  meses,  demostró  algunos  brotes  de  picos  hipersíncronos, 
pndas  lentas  irregulares,  y algunos  picos  y ondas  lentas  en 

¡ los  frontales,  lo  cual  llevó  a infonnar  un  trazado  “moderada- 
Imente  anormal”;  infección  urinaria  por  E.  coli  sensible  al 

tjsulfi.sox azole,  a la  colimicina,  a la  nitrofurantoína  y a la  gen- 
Itamicina.  Por  lo  demás,  todas  las  pruebas  paraclínicas  llevadas 


a cabo  han  arrojado  resultados  nonnaJes,  lo  cual  incluye: 
pielografía  y cistografía;  recuento  celular  en  sangre  periférica; 
ta.sa  de  hemoglobina;  glucemia;  colesterolernia;  nitrógeno  uréico 
de  la  sangre;  niveles  de  triyodotironina;  el  electrocardiograma 
y las  radiografías  de  tórax.  Igualmente,  el  análisis  de  cromo- 
somas reveló  un  cariotipo  46,  .XX,  completamente  normal. 

Discusión 

Mientras  sepamos  tan  poco  del  retardo  mental,  con- 
vendrá apartar  por  categorías  las  variedades  con  que  se 
nos  presenta,  aunque  esas  categorías  sólo  sean  morfoló- 
gicas. Rubinstein  y Tayhi,  al  sospechar  la  existencia 
de  este  síndrome,  contribuyeron  a desmenuzar  el  vasto 


62 


Volumen  63 
Núm.  3 


Manuel  E.  Soto  Viera,  MD,  et  al 


panorama  nosológico  que  los  retardados  mentales  for- 
man en  conjunto. 

Reconocieron  ellos  a dos  niños  con  deficiencia 
mental  que  se  parecían  en  lo  físico  a pesar  de  no  ser 
parientes.  Intrigados,  comunicaron  su  sospecha  a 
otros  médicos  que  atienden  casos  de  retraso  mental 
en  gran  número.  La  Oficina  federal  de  protección  a la 
infancia  (Children's  Bureau)  les  ayudó.  Pronto  les 
llegaron,  del  resto  del  país,  informes  de  cinco  casos 
más  que  les  incitaron  a publicar  sus  impresiones  (1). 
Dos  años  más  tarde  daban  cuenta  de  24  casos,  oriundos 
de  los  EE.  IJU.,  de  Europa  y de  Asia  (3).  En  1969, 
Lévy-Leblond  publicaba  en  París  el  75to.  (4).  Re- 
gulannente  se  suman  a los  anales  médicos  otros  de  dis- 
tintas partes  del  mundo.  Rubinstein,  en  un  repaso 
reciente  de  los  casos  informados  con  esta  condición, 
señala  tener  conocimiento  de  1 14  casos  (.5).  Sinnette 
y Odeku,  de  Ibadan,  fueron  los  primeros  en  dar  a cono- 
cer un  caso  cuyo  diagnóstico  se  hizo  al  nacer  el  bebé, 
y en  un  sujeto  africano  (6).  Por  otra  parte,  Falbe- 
Hansen,  en  Dinamarca,  cree  haber  descrito  el  primer 
adulto  con  el  síndrome  (7). 

Encuestas  citadas  por  Rubinstein  (5)  y llevadas  a cabo 
en  instituciones  para  retardados  mentales  lian  arrojado 
una  prevaleiK'ia, allí,  que  varía  de  1 p.  267  a 1 p.  720. 
Aun  en  esas  muestras  no  representativas  de  la  población 
general,  prevalencia  tal  lleva  a suponer  que  diebo  sín- 
drome no  es  tan  excepcional  como  basta  ahora  parece. 
Desconocemos  su  etiología.  En  los  pocos  niños  estu- 
diados, no  se  han  encontrado  trastornos  metabólicos 
consistentes.  Se  han  descrito  alteraciones  cronio- 
sómicas  variables  en  algunos  casos  (8,  9,  10,  11), 
pero  ni  en  el  nuestro,  ni  en  la  mayoría  estudiados 
en  este  respecto  se  ha  observado  anormalidad  alguna. 
La  diversidad  en  los  hallazgos  reseñados  nos  hace 
pensar  que  estas  alteraciones  cromosómicas  son  mera- 
mente fortuitas,  y,  probablemente,  sin  ninguna  im- 
portancia etiológica. 

Hay  enanismo,  pero  el  retraso  estatural  de  estos 
niños  es  supuestamente  postnatal  y se  acompaña  de 
retraso  en  la  edad  ósea.  La  deficiencia  mental  no 
ha  faltado  en  ningún  caso  basta  la  fecha.  No  obstante, 
conviene  tener  en  cuenta  el  infomie  que  Pasbayan  y 
colaboradores  publicaron  recientemente  acerca  del  sín- 
drome de  (Cornelia  de  Lange.  Estos  autores  comunica- 
ron, al  cabo  de  27  años  de  conocerse  ese  síndrome,  los 
primeros  3 (;asos  de  un  De  Latige  en  niños  con  deficien- 
cia mental  moderada,  no  profunda  (12).  Recalcaron 
con  e.se  ejemplo  la  variabilidad  de  los  síndromes  que  se 
caracterizan  por  un  cuadro  morfológico,  no  etiológico. 
De  ahí  que  se  imponga  al  médico  una  gran  pnulencia 


al  suputar  o prever  retardo  mental  en  un  niño  que  |j 
exhibe  anomalías  morfológicas  no  achacables  a causa  I 
conocida,  pues  la  mera  existencia  de  deficiencia  men- 
tal  — o la  intensidad  con  que  se  exprese  — no  se  in-B 
fieren  necesaria  ni  sistemáticamente  de  la  presencia  Bli 
de  tales  anomalías.  Lo  mismo  vale  para  el  síndrome  ll 
de  Rubinstein  y Taybi  en  el  estado  actual  de  nues-BI 
tros  conocimientos.  Recordemos  que  Margarita  tiene» 
un  cociente  intelectual  indicativo  de  una  deficiencia 
mental  importante,  pero  no  profunda.  i 

Nuestra  paciente  demuestra  los  signos  cardinales  | 
de  ese  síndrome:  el  rostro,  tan  evocador  del  diagnós- 
tico, destacado  por  la  nariz  picuda,  una  oblicuidad  | 
antimongoloide  de  los  ojos  y su  forma  esencialmente 
triangular;  los  pulgares  anchos  y los  dedos  grandes 
de  los  pies,  anchos  también;  el  enanismo,  y final- 
mente, el  retraso  mental.  No  tiene  ciertas  anoma-  ^ 
lías  que  se  han  descrito  ocasionalmente  como  parte 
del  síndrome,  i.e.,  estrabismo,  malfonnaciones  del  pa-  j 
bellón  de  la  oreja,  bipertricosis,  anomalías  del  ester- 
nón, de  las  vértebras  cervicales  o del  árbol  urinario, 
ni  marcaron  sus  antecedentes  las  frecuentes  infecciones 
respiratorias  que  otros  autores  señalan.  | 

Aunque  aún  no  se  han  estudiado  debidamente  los 
dermatoglifos  en  este  síndrome,  nuestro  caso  demos-  I 
tró  algunos  de  los  hallazgos  descritos  (5),  a saberj- 
presencia  de  patrones  en  las  áreas  tenar,  bipotena^ll 
y tenar/interdigital  1,  y disminución  en  el  númer^H 
total  de  pliegues  digitales.  HUi 

El  patrón  herencia  en  el  síndrome  de  Rubinstei^ 
y Taybi  aun  no  está  comprobado  sin  reservas.  Jobii^Eft 
son  (13)  ha  informado  la  condición  en  un  nino  y , 
una  niña  hijos  de  padn's  completamente  normales,  | 
y Takeucbi  en  .Japón  (14)  describe  una  familia  de  dos  j 
varones  afectados  y una  niña  normal,  pero  indica 
que  el  padre  de  los  niños  tiene  también  dedos  cortos 
y anchos  y un  .surco  transverso  palmar  único  (surco 
de  simio),  aunque  no  presenta  ninguno  de  los  otros 
hallazgos  del  síndrome.  En  ninguno  de  estos  informes 
se  afirma  o descarta  la  posibilidad  de  consanguinidad 
entre  los  padres.  No  obstante,  dada  la  ocurrencia  c 
del  síndrome,  entre  hermanos,  y en  ambos  sexos,  I 
dada  también  la  au.sencia  del  síndrome  en  los  padres 
de  los  niños  alectados,  como  vemos  en  nuestro  caso, 
la  probabilidad  mayor  es  que  este  síndrome  obedezca 
a un  patron  de  herencia  autosomico  recesivo.  El 
con.sejo  genético  debe  ser  cauteloso,  y los  riesgos  , 
de  recurreíicia  en  embarazos  subsiguientes  se  deben  I 
indicar  como  cpie  tienen  una  máxima  probabilidad  j 
(le  2,3  por  ciento  de  alectados  en  cada  embarazo 
(si  definitivamente  se  tratase  de  herencia  autosómica 
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recesiva)  hasta  casi  O por  ciento,  si  se  tratase  meramente 
de  una  condición  de  origen  mutacional.  Desgraciada- 
mente, puesto  que  se  desconoce  la  etiología  de  este 
síndrome,  aún  no  tenemos  marcadores  genéticos  bio- 
químicos que  nos  permitan  identificar  con  mayor 
precisión  el  gen  (o  genes)  implicados. 

Los  diagnósticos  que  el  síndrome  de  Rubinstein  y 
Taybi  plantea  se  colocan  bajo  dos  rúbricas,  a saber; 
la  del  dismorfismo  facial  y la  de  las  anomalías  digi- 
tales. 

Los  rasgos  faciales  de  estos  pacientes  sugieren 
principalmente  el  diagnóstico  de  la  disostosis  mandi- 
bulofacial de  Francescbetti,  Klein,  Treacher  y Collins, 
pero  en  el  Rubinstein-Taybi  suele  no  baber  malforma- 
ciones del  malar  o del  maxilar  inferior,  colobomas 
palpebrales  ni  sordera.  Además,  los  sujetos  con  di- 
sostosis rpandíbulofacial  gozan  de  inteligencia  normal, 
y,  en  cuanto  a la  genética,  de  un  patrón  hereditario 
definido  (autosómico  dominante  con  una  gran  pro- 
porción de  casos  esporádicos)  (15).  La  nariz  picuda 
y la  oblicuidad  antimongoloide  aparecen  en  los  enanos 
con  cabeza  de  pájaro  y en  el  síndrome  de  Hallermann- 
Streiff,  pero  otros  rasgos  ayudan  a distinguir  fácil- 
mente estas  dos  condiciones,  sobre  todo  la  carencia 
prenatal  del  crecimiento  en  aquél,  el  síndrome  de 
Seckel,  y las  anomalías  oculares  y de  la  piel  en  éste, 
la  óculomandíbulodiscefalía. 

Las  anomalías  digitales,  aisladas  o no,  se  ven  en 
muchos  otros  síndromes  congénitos.  Rubinstein  y 
Taybi,  en  su  artículo  princeps  (1),  enumeraban  28  de 
éstos.  Recordemos  los  principales:  el  braquitelefalan- 
gismo  del  pulgar,  descrito  por  Brettenbecher  en  1923; 
la  pleonosteosis  de  Léry,  la  acrocéfalosindactilia  de 
Apert,  los  diversos  síndromes  orofaciodigitales,  la  dis- 
plasia  condroectodérmica  de  Ellis  y Van  Creveid,  la 
braquidac tilia  familiar,  y otros,  pero  cada  uno  tiene 
su  propia  singularidad,  y la  del  Rubinstein-Taybi  le 
coloca  aparte. 

Como  vimos  en  Margarita,  el  enanismo  en  este  sín- 
drome es  proporcionado.  Se  perfila  durante  los  pri- 
meros meses  o años  de  vida,  es  decir,  parece  que 
no  es  el  resultado  de  un  proceso  que  actúe  en  la  vida 
intrauterina  y que  se  manifiesta  desde  el  nacimiento. 
Acompáñase  a menudo  de  cierta  torpeza  en  los  mo- 
I vimientos  musculares.  Nuestra  paciente  demuestra, 
■como  señalamos,  alguna  incoordinación  motora,  evi- 
dente tan  sólo  al  apreciar  los  movimientos  digitales 
I finos.  Recordemos,  además,  que  fue  porque  era  un 
bebé  lerdo  que  sus  padres  solicitaron  asistencia  mé- 
dica por  vez  primera,  cuando  Margarita  tenía  14 
; meses,  lo  que  llevó  al  errado  diagnóstico  de  bipo- 


tiroidismo. 

Se  dice  que  el  retraso  mental  de  estos  niños  es, 
por  lo  general,  importante,  aunque  no  profundo.  Smith 
cita  un  cociente  intelectual  entre  40  y 50  (15).  Mar- 
garita, en  una  prueba  hecba  no  sin  muchas  dificultades, 
y a cuyas  conclusiones  es  preciso  imponer  la  índole 
de  reservas  que  estas  apreciaciones  tienen  en  Puerto 
Rico,  demostró  una  edad  mental  de  2 años,  lo  que  la 
sitúa  en  el  rango  mencionado. 

Esta  prueba,  así  como  todo  el  proceso  de  nuestro 
reconocimiento  de  Margarita,  ha  arrojado  luz  sobre 
otro  particular:  el  consecuente  apoyo  que  esta  niñita 
ha  recibido  de  sus  padres  y familiares.  No  deja  de  ir 
ese  apoyo  con  una  ansiedad  que,  por  momentos,  y 
porque  se  puebla  de  fantasías  optimistas  en  cuanto 
al  porvenir  intelectual  de  la  niña,  amenaza  con  ser 
perjudicial  para  el  propio  desarrollo  y adaptación  de 
Margarita  al  mundo  de  los  adultos.  La  madre,  sobre 
todo,  siente  tan  intensamente  la  debilidad  de  su  hija, 
que  actúa  de  veras  como  un  alter  ego.  Ahora  bien, 
la  simpatía  y el  afecto  que  esta  niñita  ha  recibido  en  su 
hogar  es  casi  un  modelo  del  respaldo  que  tanto  necesi- 
tan los  retardados  mentales.  Acaso  debería  ser  menos 
emotivo,  o sea,  más  sosegado  y parco,  pero  dudamos 
que  dentro  de  nuestros  patrones  culturales  pueda  pe- 
dirse mucho  más.  De  todos  modos,  contrasta  ese 
sostén  con  el  despego  y la  antipatía  que  demasiado 
a menudo  la  sociedad  aún  depara  a estos  niños. 

Resumen 

Se  describe  un  caso  del  síndrome  de  los  pulgares 
anchos  (síndrome  de  Rubinstein  y Taybi).  Es  el 
primero  que  se  expone  en  Puerto  Rico.  Este  sín- 
drome, cuya  etiología  ignoramos  aún,  se  caracteriza 
por  la  siguiente  tétrada:  (1)  pulgares  y dedos  grandes 
de  los  pies,  anchos  y cortos;  (2)  rostro  en  forma  trian- 
gular, con  oblicuidad  antimongoloide  de  los  ojos  y 
nariz  picuda  con  septo  sobresaliente;  (3)  enanismo 
proporcionado;  (4)  deficiencia  mental.  En  nuestro 
caso,  anotamos  la  ocurrencia  de  dermatoglifos  pecu- 
liares y la  ausencia  de  aberraciones  cromosómicas. 

En  el  difícil  rompecabezas  que  es  el  amplio  es- 
pectro del  retardo  mental,  Rubinstein  y Taybi  han 
colocado  una  nueva  pieza.  Sirve,  por  lo  menos,  para 
distinguir  en  ese  espectro  una  entidad  aparte,  aunque 
se  singularice  — hasta  la  fecha  — únicamente  por  sus 
características  morfológicas. 

Se  discute  el  diagnóstico  diferencial  del  síndrome, 
y,  con  el  ejemplo  de  nuestro  caso,  se  insiste  sobre  la 
actitud  comprensiva  y simpática  que  debe  prevalecer 
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en  las  rt'laciones  con  estos  niños  retardados. 

Summary 

A case  of  the  broad  thumbs  (Rubinstein-Taybi) 
syndrome  is  presented.  It  is  tbe  first  to  be  described 
in  Puerto  Rico.  Tbe  etiology  of  this  syndrome  remains 
unknown.  The  syndrome  is  characterized  hy  the  follow- 
ing tetrad:  1)  broad  thumbs  and  broad  first  toes,  2) 
a triangular-shaped  face  with  an  antimongoloid  slant 
of  th  e eyes  and  a beaked  nose  with  a prominent  septum, 
3)  well-proportioned  dwarfism,  and  4)  mental  retarda- 
tion. In  our  case  we  have  noted  the  presence  of  peculiar 
dermaloglyphics  and  the  absence  of  chromosomal  aber- 
rations. 

The  spectrum  which  is  present  in  the  field  of  mental 
retardation  is  a wide  one.  Rubinstein  and  Taybi  have 
come  up  with  a new  peg  in  this  intricate  puzzle.  It 
ofters  us  the  opportunity'  to  recognize  a distinct 
entity  withiti  this  broad  field,  even  though  — at 
least  for  the  time  being  — we  may  identify  that 
entity  only  by  its  morphologic  trait.s. 

I'he  dilferential  diagnosis  of  the  syndrome  is  dis- 
cussed. Our  case,  moreover,  provides  a good  exam- 
ple of  the  sympathetic  and  understanding  attitude 
that  should  prevail  in  the  day-to-day  dealings  with 
these  retarded  children. 
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THE  PROSTAGLANDINS 

(Review  of  llie  Literature) 
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Tlte  Proslafrlandiius  art;  a recently  identified  group 
of  nnsatiirated  cyclic;  fatty  acids  that  possess 
diverse  biologic  activities,  including  potent  vasodepres- 
sor and  non-vascular  smooth  muscle  stinudating  pro- 
perties. I'he  biologic  activity  of  the  seminal  vesicles 
and  fluid  of  man  and  sheep  was  disccwercul  indc-pendent- 
ly  in  the  early  I9d()’s  by  Kurzrok,  l.ieh,  (íoldhiatt 
and  U.  S.  von  Fader  (1,2,  d,  l.d).  In  detailed  itwestiga- 
tions  von  Euler  further  characterized  the  vasodepressor 
and  non  vascidar  smooth  muscle  stimulating  cdfects  of 
. extracts  of  the  seminal  vesicles  and  found  their  biologic 
I activity  to  depend  on  an  acidic  lif)id,  which  In-  namc'd, 
prostaglandins  (Id). 

After  about  twenty  years,  Bergstrom  and  his  co 
• workers  (d,  4)  isolated  and  determined  the  structure 
of  prostaglandins  F.  (POFi  ; P(;F2;  PííFs),  the  numbers 
I,  2,  d reler  to  the  number  ol  double'  bonds  in  the 
i ali[)hatic  side  chain.  Ihe.se  are  un.saturated  hydro- 
I xylated  ketotdc  derivatives  of  the  parent  20  carbon,  5 
memhered  ring  compound,  prostanoic  acid;  P(jFi,  is  a 
carboxylic  acid  containing  a cyclofcentanone  ring  (C8- 
C12),  2 hydroxy  groups  ((]11-(^15),  Keto  group  (C9) 

I and  one  trans  double  bond  (Cld-Cl4);  PGF2  differs 
■ oidy  in  that  it  has  a second  double  bond  at  C.5-(X)  and 
I PGf..3  in  that  it  has  a third  such  bond  at  (^17-CIB.  All 
1 three  compounds  possess  vasopressor  and  non-vascular 
) smooth  muscle  stimulating  activity.  The  9-Keto  group 
1 ol  the  PGF  compounds  can  he  chemically  reduced  to 
I yield  the  group  of  the  prostaglandins  belonging  to  the 
I p(;f  series.  There  are  two  possible  stereoisomeric 
stnictures  for  each  P(íF  compound,  one  having  the 
, Alpha_  and  the  other  the  l;)eta  configuration  of  the  9 
hydroxyl,  lint  only  those  with  the  Alpha  configuration 
are  known  to  occur  naturally.  In  contrast  to  the  PGE 
I class,  those  of  the  PGF  series  produce  only  non-vascular 
smooth-muscle  stimulation  without  vasodepression. 
Chromatographic  procedures  (11)  have  now  been 
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published  by  which  all  known  prostaglandins  can  l)e 
separated  and  identified.  A method  lor  direct  cuantita- 
tive  determination  (1  1)  of  the  prostaglanditis  in  human 
semen  has  been  developed,  but  in  most  other  tissues 
the  concentration  of  these  relatively  labile  com[)ounds 
is  so  low  that  isotope-dilution  methods  (11)  have  been 
necessarx'.  Thin  layer  chromatography  (II)  in  com- 
hination  with  a special  micro-modification  of  the 
smooth  muscle  assay  has  yielded  very  sensitive  methods, 
but  llu're  is  still  great  need  for  eveti  more  sensitive 
and  more  specific  methods  to  reach  tin'  levels  that  are 
neecssarv  for  manv  physiologic  studies.  With  the 
above  nu'thods,  tin'  presence  of  primary  [)rostaglandins 
has  been  (h'monstrated  in  a number  of  dilferent  tissues. 


PGE, 


PGEj 


Fig.  1:  Chemical  Structures  of  Prostaglandins  E. 
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iiK  liidini;  the  lung,  pancreas,  brain,  kidney,  iris  and 
Iminan  menstnial  Unid  (4,  14). 

Studies  done  in  kidney  medulla  have  shown  that 
the  renoinedullary  vasodepressor  substance  or  subs- 
tances were  acidic  lipids  and  possessed  non-vascular 
smooth  muscle-stimulating  activity  in  the  rabbit  jeju- 
num. riiree  botnogenous  acidic  lipids  were  isolated 
and  these  were  called  compound  I,  2 and  medullin 
(4,  4,  ~y).  Further  studies  have  led  to  the  identification 
ofconifioutid  I as  I’(;F2°^,  compound  2 as  P(íE2  and 
medullin  as  PGA2  (see  Fig.  2)  (H).  PGA2  is  a member 
of  a new  class  of  [)rostaglandins  since  studies  indicate 
that  it  is  more  unsatnrated  less  hydroxylated  com-/ 
[)ound,  than  tlui  known  prostaglandins.  PGF,  PGF 
and  P(iA  have  different  biologic  activities  resulting 
from  relativelv  sim{)le  structural  modifications  (see 
Figs.  2,  3).  d’he  PGF  compoinid  with  a Keto  group 
at  position  9 and  a hydroxyl  at  position  II,  have  a 
vasodepressor  and  non-vascular  smooth  muscle-stimul- 
ating activity,  the  PGF  compounds  with  hydroxyls  at 
position  9 and  1 1,  have  a vasodepressor  activity  coupled 
with  smooth  muscle  stimulating  capacity  and  the  PGA 
which  have  a Keto  group  at  position  9 and  unsatura- 
tion at  position  10,  have  marked  vasodepressor,  but 
otdy  weak  non-vascular  activity  (3,  10,  11).  The  pros- 
taglandins are  formed  from  members  of  the  group 
of  essential  fatty  acids  (4,  10,  11).  It  has  been  shown 
that  the  prostaglandins  PGE2  was  formed  in  high 
yields  as  the  main  product  when  tritium-labeled  ara- 
chidonic  acid  was  incubated  with  whole  homogenates 
of  .sheep  vesicular  glands.  The  other  prostaglandins 
have  been  linked  with  other  amino-acids. 

Most  of  the  prostaglandins  have  potent  biologic 
activity  ol  some  kind.  Reduction  of  the  double 
bomi  decreases  the  effect  on  the  blood  pressure  of 
rabbits,  but  increases  it  in  the  guinea  pig.  Reduction 
ol  the  Keto  group  increases  the  effect  on  the  intes- 
tine in  the  rabbit,  but  drastically  decreases  it  in  the 
guinea  pig.  This  reduction  of  the  PGE  compound 
to  a PGF’  compound  always  decreases  the  effect  of 
loweritig  the  blood  pressure  (3,  5,  7,  10,  11). 

The  first  studies  of  infusion  of  PGE  in  humans 
.showed  an  increase  in  heart  rate  and  a slight  fall 
in  arterial  blood  pressure.  After  treatment  with 
sympathetic  ganglif)nic  blocking  agents  the  above  signs 
are  kept  within  normal  limits.  This  strongly  favors 
that  the  activity  of  the  sympathetic  nervous  is  re- 
quired lor  both  heart  rate  response  and  mobilization 
of  fatty  acids  (4,  9,  10,  1 1). 

.‘^ince  .Vledullin  (PGA2)  is  the  only  prostaglandin 
with  predominantly  hemodynamic  effect,  1 will  re- 
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Fig.  2;  Prostaglandins  isolated  from  human  seminal  plasma. 
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Fig.  3:  Pharmacologic  Activity  of  the  SProstaglandins.  ^ 

!" 

view  some  of  its  antihypertensive  activities  in  animals 
and  in  patients  with  fixed  essential  hypertension. 

In  10  anesthesized  dogs  there  was  a 35  percent  ^ 
mean  increase  in  blood  flow  accompanied  by  slight  I j. 
decrease  in  arterial  pressure  so  that  peripheral  resistance 
fell  about  38  percent  (10,  11).  It  has  been  shown  > . 
that  the  direct  dilating  action  of  medullin  was  not  block-  J 
ed  by  prior  administration  of  atropine,  propanolol  and  ■ ¡i, 
tripelenomine  (which  abolish  or  reduce  the  effect  of  gi 
acetylcholine,  isoproterenol  and  histamine,  respective-  ^ 
ly  (1 1).  No  effect  of  medullin  on  heart  rate  or  contract-  j 
ility  was  observed,  suggesting  that  it  does  not  exert  a 
positive  or  negative  chronotropic  or  inotropic  action  . ^ 
(4,  10,  11).  Medullin  thus  appears  to  cause  a fall  in  ^ 


Bol.  Asoc.  Méd.  P.  Rico 
Marzo  1971 


The  Troslaglandins 


67 


hlood  pressure  by  acting  directly  on  peripheral  arterio- 
les. The  increase  in  cardiac  output  that  accompanies 
the  vasodepression  is  probably  compensatory  (11).  Al- 
though effects  of  this  compound  on  the  venous  system 
have  not  been  determined  directly,  it  is  unlikely  that 
any  important  venodilatation  is  produced,  since  a de- 
crease rather  than  an  increase  in  cardiac  output  would 
result  from  a significant  pooling  of  blood  in  peripheral 
veins. 

The  cardiovascular  effect  of  medullin  was  examined 
in  a twenty-five  year  old  woman  with  essential  hyper- 
tension (10,  11).  Detailed  studies  of  this  patient  re- 
vealed no  discernible  renovascular  or  other  cause  for 
the  hypertension.  During  infusion  of  medullin  a fall 
in  blood  pressure  was  noticed,  accompanied  by  an 
increase  in  pulse.  Since  the  stroke  volume  was  un- 
changed, the  rise  in  cardiac  output  was  accounted 
for  entirely  by  acceleration  in  heart  rate,  which  again 
occurred  after  the  onset  of  maximal  hypotension, 
suggesting  a tachycardia  of  reflex  origin.  There  were 
no  side  effects  associated  with  the  infusion  and  no 
compromise  of  blood  flow  to  some  vital  areas. 

If  an  intrarenal  prostaglandin,  such  as  medullin,  is 
responsible  at  least  in  part  for  the  antihypertensive 
function  of  the  kidney  there  are  at  least  two  possible 
Tiechanisms  by  which  it  might  exert  regulatory  con- 
trol (9,  10,  11).  Medullin  and  other  renal  prosta- 
glandins might  be  liberated  into  the  systemic  circula- 
ron and  exert  generalized  vasodilator  effect.  A defi- 
ciency of  these  compounds  might  then  lead  to  genera- 
lized vasoconstriction  and  systemic  hypertension.  Thus 
j;he  renomedullary  prostaglandins  would  be  “hormones” 
m a classic  sense. 

An  alternative  hypothesis  is  that  intrarenal  prosta- 
glandins act  locally  within  the  kidney  and  effect  an 
ncrease  or  redistribution  of  intrarenal  blood  flow. 
)f  importance  in  this  regard  is  the  observation  that 
nedullin  and  other  renal  prostaglandins  are  found 
)rimarily  in  the  outer  medulla  of  the  kidney.  Measure- 
nents  of  intrarenal  blood  flow  made  by  radioactive 
Crypton  (85  Kr)  technic  showed  that  infusion  of 
nedullin  resulted  in  an  increase  in  cortical  flow;  but 
xiter  medullary  flow  decreased  markedly.  This  re- 
listribution  of  intrarenal  blood  flow  was  confirmed 
)y  autoradiography  and  injection  of  silicone  rubber 
nto  the  renal  artery  after  infusion  of  medullin.  The 
iame  pattern  of  redistribution  has  been  observed  with 
thacrynic  acid  and  furosemide  (9,  10,  11). 

Studies  done  by  Dr.  Lee  (St.  Vincent  Hospital)  (7, 
il,  9,  10,  11)  have  shown  that  infusion  with  prosta- 
glandins resulted  in  elevation  in  osmolar  and  free- 


water clearance  as  well  as  marked  nalriure.sis  without 
significant  kaliuresis.  From  these  studies  it  appears 
that  an  im[)ortant  intrarenal  action  of  the  prostaglandins 
is  to  decrea.se  outer  medullary  blood  supply  and  bence 
to  reduce  blood  flow  tbrough  the  peritubular  capilla- 
ries of  the  outer  medulla.  Ihe  importance  of  this  in 
relation  to  intrarenal  hemodynamic  patterns  re.sulting 
in  alterations  in  urinary  composition  is  not  clear  be- 
cause .similar  changes  have  been  observed  with  a variety 
of  renal  vasodilators  and  natriuretic  agents.  In  con- 
trast to  such  agents,  however  the  renal  prostaglandins 
are  normally  located  in  the  outer  medulla.  The  po.s.si- 
bility  that  they  function  as  regulators  of  intrarenal 
blood  flow  or  as  intrarenal  salt  losing  honnones  must 
be  considered.  In  this  regard  a reduction  in  outer 
medullary  flow  induced  by  prostaglandins  might  result 
in  a reduction  in  aerobic  metabolism  and  decreased 
reabsorption  of  solute  and  water  from  both  the  as- 
cending limb  of  the  Loop  of  Henle  and  the  outer  col- 
lecting ducts.  Under  these  circumstances  the  action 
of  prostaglandins  could  result  in  natriuresis  and  in- 
creased free-water  clearance,  even  in  the  presence  of 
vasopressin. 

The  above  intrarenal  blood  flow  changes  are  im- 
portant, because  a deficiency  of  intrarenal  prosta- 
glandin (PGA2  or  PGE2)  might  result  in  diminished 
cortical  blood  flow  with  augmented  outer  medullary 
flow,  resulting  in  cortical  ischemia  which  might  activate 
the  renal  pressor  mechanism  to  cause  systemic  hyper- 
tension. It  is  of  interest  that  one  of  the  earliest  ab- 
normalities associated  with  essential  hypertension  is 
intrarenal  vasoconstriction.  The  relation  of  medullin 
and  other  renal  prostaglandins  to  renoprival  hyper- 
tension remains  obscure,  because  although  renal  prosta- 
glandins may  prevent  development  of  experimental 
renoprival  hypertension,  they  may  also  have  important 
antihypertensive  effects  on  the  complicated  non-reno- 
prival  pressor  mechanism  that  result  in  essential  hyper- 
tension in  man  (10,  11). 

In  vitro,  PGEi  strongly  antagonizes  the  stimulatory 
effect  of  a number  of  hormonal  compounds  on  the  re- 
lease of  free  fatty  acids  and  glycerol  from  epididymal 
fat  pads  of  fed  rats. 

The  rate  of  lipolysis  is  determined  by  the  activity 
of  a triglyceride  lipase  that  hydrolyzes  only  one  ester 
bond,  with  the  formation  of  a diglyceride,  which  is  then 
totally  hydrolyzed  by  other  lipases  present.  The  trigly- 
ceride lipase  is  activated  by  the  addition  of  one  of  the 
following  honnones:  epinephrine,  glucagon  or  A.C.T.H. 
The  lipolysis  of  the  above  compounds  is  inhibited  by  an 
infusion  of  PGE.  This  is  due  to  the  inhibition  of  the  tri- 
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glyceride  lipase. 

But  it  has  been  found  that  when  low  dosages  of  PGEi 
(.2  micrograms  per  kilogram)  are  infused,  there  is  an 
increase  in  fatty  acids,  but  their  levels  are  constant  or 
decreased  at  higher  levels.  This  effect  is  apparently 
due  to  certain  stimulatory  effect  resulting  in  sym- 
pathetic discharge  at  concentrations  below  those  that 
are  directly  inhibitory  on  adipose  tissue  (10,  11). 

Specifically,  the  inhibition  of  lypolisis  occurs  in  the 
formation  of  cyclic  adenosine  monophosphate  from 
adenosine  triphosphate  by  inhibiting  a cyclase  enzyme. 

Now,  prostaglandins  have  been  shown  to  antagonize 
glucagon,  ACTH,  vasopressin,  luteinizing  hormone  thy- 
roid stimulating,  serotinin,  acetylcholine  and  Histamine. 
Thus  it  is  tempting  to  speculate  that  the  prostaglandins 
can  act  as  general  modulators  of  cyclase  reaction  in  dif- 
ferent tissues.  The  only  tissue  where  A.M.P.  is  increased 
are  in  the  platelets,  and  it  can  influence  the  platelet 
adhesiveness  and  aggregation  (10,  11,  12). 

Also  it  has  been  shown  that  brain  extracts  contain 
biological  lipid  soluble  substances  most  of  which  sti- 
mulate smooth  muscle.  The  chemical  structure  of  many 
of  these  substances  is  unknown,  but  their  biological 
and  physicochemical  properties  somewhat  resemble 
those  of  the  prostaglandins. 

The  effect  following  the  intraventricular  injection 
of  prostaglandin  E resemble  the  late  effect  of  intra- 
ventricular injection  of  physostigmine.  They  described 
the  posture  of  a cat  after  intraventricular  physostigmine 
as  “sitting,  hunched  up,  without  movement,  its  eyes 
half  shut  and  its  head  .slightly  inclined  forward.  This 
description  could  be  used  equally  for  cats  injected 
with  the  prostaglandins.  The  demostration  of  this 
effect  of  prostaglandin  in  the  central  nervous  system 
justifies  a renewed  search  for  it  in  the  C.lN.S.  (4). 

Mso,  the  prostaglandins  are  being  evaluated  in  re- 
lation to  the  reactions  caused  in  uterus.  The  fact  that 
the  myometrium  is  most  sensitive  to  the  prostaglandins 
at  ovulation  time  indicates  that  this  factor  plays  a role 
in  human  reproduction.  Further  studies  on  the  physio- 
logical function  is  therefore  highly  warranted  (14). 

It  has  been  shown  by  autoradiographic  distribution 
of  H labeled  prostaglandins  that  they  are  widely  dis- 
tributed in  animal  tissues.  Of  particular  importance 
is  also  the  recent  finding  that  the  essential  fatty  acids 
can  act  as  precursors  of  the  prostaglandins. 

This  short  review  should  make  it  obvious  that  the 
prostaglandins  can  exert  marked  effects  on  various 
important  physiologic  processes.  More  work  is  needed 
to  ascertain  their  specific  roles  in  the  living  organism. 
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GASTRITIS  ATROFICA  INDUCIDA  PARA  EL 
TRATAMIENTO  DE  LA  ULCERA  PEPTICA 
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Nuestro  trabajo  de  producir  gastritis  atróficas  lo 
iniciamos  hace  varios  años  en  el  proyecto  de 
gastritis  experimentales  para  investigar  las  variaciones 
en  las  células  argén tafinas  (1). 

Decidimos  aplicar  el  método  a los  humanos  en  el 
intento  de  encontrar  un  nuevo  método  de  tratamiento 
de  la  úlcera  péptica. 

Hace  ya  muchos  años  que  el  tratamiento  de  la 
úlcera  péptica  está  limitado  invariablemente  a dieta, 
belladona  o anticolinérgicos,  y neutralizantes  de  la 
acidez. 

Hubo  un  intento  de  innovación  por  Wangensteen 
(2)  con  el  “gastric  Freezing”.  Pero  este  método  ha 
] sido  abandonado  principalmente  por  las  complicaciones 
que  ocasionaba  en  el  área  cardio-vascular  (3). 

El  presente  trabajo  es  un  simple  planteamiento  de 
una  nueva  terapéutica  para  un  viejo  problema  médico  y 
creemos  que  con  los  resultados  y razonamientos  que 
1 : exponemos  justifica  seguir  siendo  investigado. 

Material  y Métodos 

I El  jugo  gástrico  humano  obtenido  durante  el  período  de 
I . secreción  básica  en  tubos  rodeados  de  hielo  es  neutralizado 
, .con  Na  OH/10  a Ph.  de  7.2  a 7.4  y luego  lo  centrifugamos, 
I . lo  dializamos  72  horas  en  neveras  a 2 y finalmente  es  lio- 
I i filizado. 

En  un  primer  grupo  de  cuatro  pacientes  de  úlcera  duodenal 
aetiva  hemos  usado  las  proteínas  obtenidas  en  dosis  de  25 
mig./cc.  suspendidas  en  solución  salina  fisiológica  y adminis- 
1 tradas  dos  veces  por  semana,  un  centímetro  cúbico,  en  parte 
i intracutáneo  y el  resto  intramuscular,  la  duración  del  trata- 
! miento  fue  de  tres  meses. 

Después  de  este  primer  ensayo,  pudimos  modificar  el 
i método  gracias  a la  ayuda,  que  tenemos  que  agradecer,  del 
Instituto  Ibys  de  Madrid.  Las  proteínas  obtenidas  por  lio- 
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fUización  se  han  absorbido  en  gel  de  hidróxido  de  aluminio 
en  dosis  de  50  mlg.  por  cc. 

Con  este  nuevo  preparado  hemos  tratado  tres  pacientes 
adicionales  de  úlcera  duodenal  activa  administrando  una  in- 
yección semanal  intramuscular  de  1 cc.  durante  tres  meses. 
Después  hemos  continuado  administrando  “booster”  cada  15 
días,  durante  tres  meses  más  para  hacer  más  duradera  la 
atrofia  e investigar  el  principio  intrínsico  con  la  prueba  de 
Schilling. 


Resultados 

La  electróforesis  de  las  proteínas  gástricas  inyectadas 
dan  una  curva  (Fig.  1)  con  cuatro  ondas,  una  en  la  zona 
del  ánodo  de  albúminas,  otra  en  la  alfa  y dos  ondas  en 
la  región  de  las  gammas  globulinas.  No  nos  ha  sido  po- 
sible identificar  estas  ondas  con  precisión  ni  aun  con  el 
estudio  del  excelente  libro  de  Bier  (4). 


Fig.  1;  Electroforesis  del  antigeno  gástrico. 
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Los  tros  paoionlos  ulcerosos  tratados  con  las  j)roteínas 
gástricas  absorbidas  por  alumina  lian  desarrollado  anti- 
cuerpos especílicos  Ireute  las  bio|)SÍas  de  su  mucosa 
gástrica  demostrados  con  la  técnica  de  Oucbterlony  (f  ig- 

lambién  liemos  comprobado  con  la  inmunotluo- 
rescencia  anticuerpos  en  el  suero  de  estos  pacientes 
reaccionantes  frente  al  antígeno  de  jugo  gástrico  in- 
yectado (Fig.  3).  Los  pacientes  reaccionaron  con  una 
mejoría  clínica  a las  pocas  semanas  de  iniciarse  las  in- 
fecciones, mejoría  (jue  fue  aumentando  en  el  curso 
del  tratamiento  con  desaparición  completa  de  la  pi- 
rosis y el  dolor  y con  manifestación  de  euforia  hacia 
el  final  de  los  tres  meses.  En  todos  los  pacientes 
se  obtuvo  una  reducción  considi'rable  de  la  acidez 
tanto  de  la  básica  como  en  la  de  la  hora  de  estímulo 
máximo  por  bistamina.  Explicamos  por  este  hecho 
la  mejoría  espectacular  lograda  (Fig.  4).  Esta  figura 
muestra  la  casi  desaparición  de  la  acidez  básica  y la 
intensa  reducción  de  la  acidez  por  estímulo  máximo 
al  finalizar  los  tres  meses  de  tratamiento  por  con- 
traste con  la  elevada  acidez  en  los  exámenes  pre- 
vios de  control  cpie  mostraban  todos  los  pacientes. 

Tres  de  nuestros  pacientes  evidenciaban  nidio  radio- 
lógico en  su  lesión  ulcerosa  del  duodeno  en  los  exáme- 
nes de  control.  En  dos  de  ellos  desaparecieron  los 
nichos  al  finalizar  el  tratamiento  (Figuras  5 y 6). 
En  el  tercero  subsistió  el  nicho  no  obstante  la  apa- 
rente curación  clínica  v la  intensa  disminución  de 
acidez. 

■Se  hicieron  biopsias  gástricas  antes  y al  finalizar 


f ij;.  -■  \nlu:uer¡>os  específicas  frente  a las  hiupsias 
HÚslriciis.  Técnica  de  Ouclilerlony. 
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Fig.  3:  Inmuno  fluorescencia  del  suero  de  2 pacientes 

tratados. 


los  tres  meses  de  tratamiento  en  lodos  los  {lacicntes. 

Los  cxámcm>s  de  control  con  pcipn-ñas  diferencias 
entre  ellos  \ algunos  con  gastritis  superficial  mostra- 
ban una  mucosa  de  altura  normal  con  buena  densi- 
dad de  glándulas  en  las  tpic  podían  reconocerse  las 
(•elidas  específicas  (!'  ig.  7). 

\l  finalizar  los  tres  meses  tollos  los  [laeicntcs  mos- 
traban diicrsos  grados  de  alroliu  siendo  las  más  inten- 
sas las  obtenidas  en  los  Ircs  pacientes  sensibilizados  con 
el  anligeno  en  "adjuvant”  de  alumina. 

Las  alrolias  se  maniíestaban  con  disminución  del 
espesor  de  la  mucosa  (Fig.  8).  enrarecimiento  de  las 
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Kig.  Ulcera  duodenal  de  un  paciente  antes  y después 
del  tratamiento. 


Fig.  6:  Ulcera  duodenal  de  un  paciente  antes  y después 
del  tratamiento. 

glándulas  (Fig.  9),  y degeneración  de  las  células  especí- 
ficas sin  podérsele  reconocer  en  ciertas  glándulas. 

Se  produce  infiltración  intensa  principalmente  de 
linfocitos. 

La  atrofia  gástrica  que  obtenemos  y la  intensa 
i hipoclorhidria  que  las  acompaña  se  regeneran  hacia 
I los  ocho  meses,  cinco  meses  después  de  suspender 
las  inyecciones.  Asi  se  ha  comprobado  en  perros 
] que  fueron  tratados  con  proteínas  de  jugo  gástrico 
heterólogo  (5). 

Tres  de  nuestros  pacientes  que  fueron  reexaminados 
entre  nueve  y once  meses  presentaban  curvas  de  la 
acidez  básica  y con  estímulo  máximo  menores  que  las 
I de  control  pero  mayores  que  las  que  habían  dado  al 
I terminar  el  tratamiento. 


Fig.  7:  Ejemplo  de  la  mucosa  de  un  control  previo  al 
tratamiento. 


Uno  de  los  pacientes  en  que  desapareció  el  nicho 
duodenal  al  terminar  el  tratamiento  y estuvo  (bajo 
control)  en  perfectas  condiciones  durante  un  año. 
Posteriormente  se  ausentó  y tres  años  después  tuvo 
una  agudización  de  la  úlcera  con  gastrorragia  que  de- 
cidió la  gastrectomía  comprobándose  la  úlcera  duo- 
denal activa  y la  regeneración  de  la  mucosa  gástrica. 

A tres  pacientes  tratados  con  antígeno  con  alu- 
minio, una  vez  terminados  los  tres  meses  de  tratamiento 
intensivo,  los  hemos  tratado  con  “booster”  cada  15  o 
20  días  hasta  9 meses  comprobando  que  los  tres 
pacientes  mantuvieron  la  anacidez  básica  y la  baja  res- 
puesta al  estímulo  máximo  de  histamina  al  finalizar 
el  tratamiento. 


I oliiincii  O.'i 


Fig.  8:  Post  tratamiento.  Disminución  del  espesor  de  la 
mucosa,  enrarecimiento  de  las  glándulas  infiltración  linfo- 
citaria. 

K.sto.'í  tres  [)aciente.s  lian  sido  utilizados  para  investigar 
la  persistencia  del  tactor  intrínsico  con  la  pnielia  de 
Scliilling  resultando  12  por  ciento,  22  por  ciento  y 
17.7. 

Se  hicieron  estudios  de  control  de  orina,  hemogratna 
y perfil  (juíniico  de  sangre.  Los  mismos  estudios  al 
terminar  el  tratamiento  no  mostrahan  variaciones  sensi- 
hles. 

Comentarios 

Se  ha  supuesto  y parece  comprohado  (]ue  un  antí- 
geno  antologo  ligeramente  alterado  estimula  anticuerjios 
del  sitio  donde  se  originó  el  antígeno  y las  globulinas 
(jue  se  producen  como  resultado  de  esta  reacción  se 
denominan  autoanticuerpos  (6,  7). 

En  trabajos  de  autorizados  autores  se  aíirma  que  del 
60  al  6.5  por  ciento  de  las  gastritis  atróficas  simples  hu- 
manas tienen  anticuerpos  que  dan  inmunotluorescencia 
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f ig.  9:  Post  tratamiento.  Disminución  de  las  glándulas 
infiltración.  En  el  recuadro  inferior,  glándulas  degeneradas. 


positiva  en  las  células  parietales  gástricas  y no  tienen 
anticuerpos  al  factor  intrínsico  (8,  0). 

Se  han  obtenido  gastritis  atróficas  en  perros  usando 
como  antígeno  las  proteínas  obtenidas  del  jugo  gástrico 
humano  con  el  método  descrito  (1,  5,  10,  11). 

En  nuestros  experimentos  hemos  observado  que  el 
antígeno  gástrico  humano  alterado  con  el  “adjuvante” 
de  alumina  ejerce  más  antigenicidad  en  la  especie 
heteróloga,  el  perro,  a juzgar  por  la  intensidad  de  la 
gastritis  atróficas  que  ocasiona  (Fig.  10). 

Todos  los  siete  casos  humanos  de  nuestro  estudio 
tenían  enfermedad  ulcerosa  de  duodeno  crónica  con 
historia  de  varios  años  de  enfermedad  y persistencia 
de  la  sintomatología  de  pirosis-dolor. 

De  la  terapéutica  que  tenían  y que  no  había  sido 
efectiva  para  aliviar  sus  síntomas  los  aconsejamos  con- 
tinuar con  la  dieta  y los  antiácidos.  Suprimimos  los 
anticolinérgicos. 
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l.a  incorporación  de  las  inyecciones  de  sensibiliza- 
ción olilnvo  en  los  siete  enfermos  a las  pocas  semanas 
I lina  franca  mejoría  y en  varios  de  ellos  se  manifestalia 
euforia  sef;ím  avanzaba  el  tratamiento.  También  mejo- 
raba la  nntrición  oscilamio  la  elevaciéjii  de  peso  entre 
■ dos  y cinco  libras  en  los  tres  meses  de  tratamiento. 

Los  dalos  objetivos  permiten  su|)oner  ipie  la  me- 
I joría  clínica  es  consecuencia  a la  espectacular  dismi- 
nución de  la  acidez  clorbidrica  ponpie  ambos  feiuV 
t menos  son  simultáneos. 

Los  tres  ca.sos  en  ipie  liemos  usado  el  anlípeno  en 
1 alumina,  ban  desarrollado  anticuerpos  de  la  mucosa 
gástrica  demostrados  con  la  técnica  de  Oucblerlonv  y 
I también  se  ba  evidenciado  imnunotluorescencia  [losi- 
j liva  irente  al  antígeno  ijue  se  les  baliía  inyectado. 

Las  biopsias  gástricas  en  lodos  los  casos  evidencia- 
lian  diferentes  grados  de  atrofia  e infillraciém  linfocila- 
ria  al  terminar  los  tres  meses  de  tratamiento. 

Creemos  ijue  con  esta  evidencia  liemos  podido 
establecer  la  sensibilizaciém  con  antígeno  gástrico  y 
producir  atrofia  de  la  mucosa  gástrica  con  di.smiiiu- 
cioii  substancial  de  la  secreción  clorbidrica. 

Los  anticuerpos  \ íi'ero-específicos  lian  ocasionado 
I la  [lérdida  de  la  capacidad  de  regeneraciém  de  las 
glándulas  de  la  mucosa  durante  el  tiempo  ipie  se 
afilican. 

Hay  evidencia,  [lor  los  experimentos  en  animales, 
de  (jue  en  estas  gastritis  atróficas  la  mucosa  recupera 
su  capacidad  de  regeneración  [lOcas  semanas  después 
de  suprimir  la  administración  del  antígeno. 

Esto  mismo  podemos  deducir  nosotros  en  los  bu- 
manos  ponpie  en  los  cinco  casos  en  que  pudimos 
1 revisar  varios  meses  después  de  terminado  el  tratamien- 
to presentaban  curvas  de  recuperación  clorbidrica  indu- 
dable aunque  en  altura  moderada.  Además  uno  de  estos 
casos  que  desapareció  de  nuestro  control  durante  tres 
años  retornó  con  agudización  del  proceso  ulceroso 
que  la  gaslrectomía  comprobó,  así  como  también  había 
regeneración  de  la  mucosa. 

Si  revisamos  la  bistoria  de  la  terapéutica  médica  de  la 
ídeera  péjitica  encontramos  que  alrededor  de  los  años  30 
! se  usaron  las  inyecciones  de  “pepsina”  o de  diferentes 
extractos  de  la  mucosa  gástrica  o duodenal  para  el  tra- 
tamiento de  la  úlcera  (12,  13,  14,  15). 

Todos  los  trabajos  indican  el  beneficio  de  la  sinto- 
i matología  y como  prueba  objetiva  se  cita  la  disminu- 
I ción  de  la  acidez  que  se  obtenía  con  esta  terapéutica. 

' Por  entonces  no  estaba  establecido  el  concepto  de 
autosensibilización  y la  explicación  más  generalizada 
' era  la  de  que  la  “pepsina”  actuaba  como  “proteino- 
terapia”. 

I 


Fifí.  10;  Macona  de  perro  antes  y después  del  tratamiento 
con  antífieno  lieterólogo. 

La  "pepsina”  se  obtenía  por  extractos  de  la  mucosa 
gástrica  denudada  de  diferentes  animales. 

\o  s(‘  puede  dc'scartar  (jue  además  de  la  pe|)sina  se 
incluyesen  otras  proteínas  de  la  muco.sa  gástrica  en  estos 
extractos. 

Un  autor  reciente  (16)  ba  de.sarrollado  un  método 
de  obtener  un  antígeno  de  células  parietales  del  es- 
tómago de  conejo.  Con  este  antígeno  estimula  anti- 
cuerpos en  animales  bomólogos  y el  suero  inmune 
de  estos  animales  conteniendo  precipitinas  para  las 
células  parietales,  lo  usa  como  suero  beterólogo  in- 
travenosamente en  perros  obteniendo  intensas  atrofias 
glandulares  del  estómago. 

En  otros  campos  de  la  inmunología  (17)  también 
se  ba  comprobado  que  el  suero  del  conejo  que  ba  sido 
inmunizado  de  cualquier  forma  para  producir  anti- 
cuerpos, reacciona  mucho  más  intensamente  con  las 
gamma  globulinas  de  cualquier  especie  beteróloga  y 
especialmente  con  la  humana. 

Las  casas  farmacéuticas  rendirían  un  gran  aporte 
a la  gastrología  proporcionando  gamma  globulina  de 
animales  sensibilizados  con  antígeno  gástrico  o un 
antígeno  gástrico  beterólogo  purificado  y ligeramente 
alterado  en  absorción  en  alumina  para  poder  continuar 
esta  investigación  en  diferentes  clínicas  y con  suficiente 
número  de  pacientes. 

Summary 

Atrophy  of  the  gastric  mucosa  was  achieved  in  seven 
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iliKxli'iial  ulcer  patienlf;  willi  llie  metluxl  ol  aiitosensiti- 
zalioM.  rcsultiiifi  iii  a sulislanlial  decrease  oí  Indrocldo- 
ric  secretion,  l’atieiils  improved  clinically.  Two  out 
oí  three  radiolofrically  visil>le  duodenal  niches,  disap- 
[teared  alter  treatment. 

The  atropliN  oí  the  gastric  mucosa  obtained  with  this 
method  disa[)peared  a iew  weeks  aiter  discontinuing 
administration  ol  the  antigen. 

The  intrinsic  factor  persisted  in  three  patients  in 
whom  gastric  atrophy  was  cotitinued  hy  booster  shots 
during  nine  months. 

\n  a[)peal  is  made  for  pharmaceutical  firms  to  de- 
veloj)  a [)r(;paration  that  could  be  employed  in  a wides- 
pread iin  estigational  study  of  this  type. 
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CARTA  A LA  REDACCION 


(’oltra  fffan  iinj)()rlatuia,  por  su  impacto  sobre  la 
calidad  y el  costo  de  los  servicios  médicos,  el  espiral 
' ascendente  de  las  primas  cobradas  por  las  compañías 
aseiruradoras  para  seguros  de  riesgo  profesional.  . . 
(“malpractice  insurance”).  Es  motivo  de  honda  preo- 
cupacié)!!  la  situación  existente  en  algunos  lugares  de 
Estados  Unidos,  y por  tal  razcón,  hace  más  de  un  año 
I invitamos  al  Hon.  Pedro  J.  Fernández  Hadillo,  Comi- 
. sionado  de  Seguros  de  Puerto  Rico,  a discutir  este 
tema  como  Ealitor  Invitado,  para  beneficio  de  nuestros 
' colegas.  Hasta  boy  no  hemos  recibido  contestación, 
i Invitamos  nuevamente  al  Hon.  Comisionado  de  Seguros 
a di.scutir  este  asunto  que  creemos  de  vital  importancia 
I para  nuestros  lectores,  y lo  hacemos  publicando  la  carta 
I original.  A la  vez,  invitamos  también  a nuestros  colegas 
a someter  sus  puntos  de  vista  sobre  este  importante 
j tema.  . . 

I Hon.  Pedro  J.  Fernández  Badillo 
' Comisionado  de  Seguros  de  P.  R. 

■ Condomitiio  San  Alberto 
I Avenida  Condado 
Santurce,  Puerto  Rico 

I Estimado  señor  Fernández  Badillo: 

I Individual  y colectivamente  muchos  médicos 

i han  demostrado  interés  inusitado  en  el  aumento  re- 
1 ciente  del  costo  del  seguro  de  riesgo  profesional  (mal- 


practice). Existen  varias  versiones  sobre  la  razón  de 
este  aumento  cuando  se  consideran  las  cantidades 
otorgadas  judicialmente  hasta  ahora  en  Puerto  Rico. 

La  Junta  Editora  del  Boletín  de  la  Asociación  Mé- 
dica de  Puerto  Rico  considera  esencial  el  diálogo  franco 
sobre  los  problemas  de  actualidad  con  importancia 
para  la  profesión  médica.  Para  responder  al  interés 
mostrado  por  miembros  de  la  Asociación  en  este  asunto, 
quiero  extenderle  una  invitación  para  participar  como 
Editor  Invitado  discutiendo  el  tema  del  seguro  de  riesgo 
profesional  en  Puerto  Rico.  Así  tendrán  los  médicos 
del  país  un  concepto  claro  de  las  gestiones  que  usted 
realiza  para  resolver  este  grave  problema. 

Por  supuesto,  toda  comunicación  al  Boletín  tiene 
que  ser  sometida  a la  consideración  de  la  Junta  Editora, 
pero  no  anticipo  problema  alguno  en  publicar  su  Edito- 
rial, por  el  interés  que  existe,  tan  pronto  usted  lo  so- 
meta. Casi  todos  los  cambios  sugeridos  por  la  Junta 
son  de  carácter  editorial  y gramatical  pues  deseamos 
permitirle  completa  libertad  a los  autores  para  expresar 
sus  puntos  de  vista. 

Creo  verdaderamente  que  la  profesión  médica  agra- 
decería conocer  sus  ideas  sobre  este  tema  tan  contro- 
versia!. 

Sinceramente, 

Jorge  0.  Just  Viera,  MD 

Presidente  Junta  Editora 


NOTICIAS 
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AGP  OFFERS  DOCTORS  OPPORTUNITY  TO  ASSESS  ME- 
DICAL KNOWLEDGE 

A new  opportunity  for  physicians  to  assess  their  own  me- 
dical knowledge  has  been  announced  by  The  American  College 
of  Physicians  (ACP). 

The  College’s  Second  Medical  Knowledge  Self-Assessment 
Program,  consisting  of  700  questions  in  nine  different  areas 
of  general  medicine,  will  be  made  available  to  all  physicians— 
whether  or  not  they  are  members  of  the  medical  specialty 
organization. 

The  Program  is  designed  to  help  individual  physicians 
determine  the  current  level  of  their  own  biomedical  knowledge. 
It  is  not  a test  of  clinical  competence,  according  to  the  ACP’s 
Ad  Hoc  Committee  on  Continuing  Education,  but  rather  a 
“learning  process”  which  will  enable  physicians  to  define 
areas  that  can  be  explored  in  the  future. 

The  questions  wUl  cover  nine  special  areas  of  medicine- 
hematology,  rheumatology,  neurology,  pulmonary  disease,  in- 
fectious disease  and  allergy,  gastroenterology,  renal  disease 
and  electrolytes,  endocrinology  and  metabolic  disease  and 
cardiovascular  disease. 

Physicians  who  would  like  to  take  part  in  the  Program 
may  obtain  a prospectus  by  writing  The  American  College 
of  Physicians,  Box  MKSAP— II,  4200  Pine  Street,  Philadel- 
phia, Pa.  19104.  The  cost  of  participation  is  $20  for  ACP 
members;  $40  for  non-members. 

In  1968,  12,000  physicians  participated  in  the  ACP’s 
first  Self-Assessment  Program. 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS  presents 
Recent  Advances  in  Cardiovascular  Disease  — April  5-9,  1971. 
Mount  Sinai  School  of  Medicine  of  the  City  University  of 
New  York,  New  York,  N.  Y.  Meeting  Place:  Americana  Hotel 
7th  Avenue  and  52nd  Street,  New  York,  N.  Y.  Please  send  all 
registration,  requests  for  information,  and  application  to:  Re- 
gistrar, Executive  Director,  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pennsylvania,  19104. 


TAX  TIPS  FOR  CHAMPUS  BENEFICIARIES 

DENVER.  — CHAMPUS  officials  have  reminded  beneficia-  i 
ries  of  the  Civilian  Health  and  Medical  Program  of  the  Uni- 
formed Services  that  the  Internal  Revenue  Service  considers 
as  tax  deductible  items  medical  expenses  that  exceed  three  i 
percent  of  adjusted  gross  income. 

In  addition  to  outlays  for  drugs,  hospital  costs  and  pay-  ' 
ments  to  physicians,  deductible  medical  expenses  include  the 
cost  of  private  or  commercial  transportation  for  such  medical 
purposes  as  visits  to  the  dentist,  family  physician,  hospital 
or  clinic. 

Under  recent  changes  in  the  tax  law,  CHAMPUS  officials 
observe,  the  Internal  Revenue  Service  allows  beneficiaries 
who  use  their  automobile  for  medical  transportation  to  claim 
an  automatic  deduction  of  six  cents  rather  than  the  former 
five  cents  per  mUe. 

Other  deductible  medical  expenses  include  the  cost  of 
special  foods  prescribed  by  a physician,  special  supplies  such 
as  artificial  limbs  and  teeth,  braces  and  crutches,  and  wheel 
chairs,  and  special  aids  to  assist  in  educating  a child  with  a 
physically  handicapping  condition. 

The  costs  of  special  schools  for  the  mentally  or  physically 
handicapped  which  are  required  because  of  the  medical  re- 
sources available  at  the  institution  and  costs  of  insurance 
providing  reimbursement  or  indemnity  for  medical  care  are 
also  considered  deductible  medical  expenses. 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS  presents 
Alcoholism  and  Chronic  Liver  Disease  — April  26-30,  1971. 
Meeting  Place:  Auditorium,  Personnel  Building,  Lemuel  Shat- 
tuck  Hospital,  Boston,  Massachusetts.  Director:  Frank  L. 
Iber,  MD,  FACP.  Please  send  all  registration,  requests  for  in- 
formation, and  application  to:  Registrar,  Postgraduate  Courses, 
American  College  of  Physicians,  4200  Pine  Street,  Philadelphia, 
Pennsylvania,  19104. 
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PROGRAMA  MEDICO  REGIONAL  EN  HEMATOLOGIA 
Y QUIMIOTERAPIA  DE  CANCER 


El  Programa  Médico  Regional  en  Hematología  y Quimioterapia  de  Cáncer  anuncia  su  número  de 

teléfono  directo 767-8787 

I Estamos  disponibles  a todos  los  médicos  de  la  Isla  para  consultas  telefónicas  con  referencia  a pa- 
rientes que  padezcan  de  enfermedades  de  la  sangre  o tumores  que  requieran  tratamiento  con  quimio- 
erapia.  Si  fuera  necesario  pueden  hacer  sus  llamadas  con  cargo  a nosotros  desde  cualquier  parte  de 
a Isla. 

Esperamos  poder  servirle.  Estamos  a sus  órdenes. 


PROGRAMA  MEDICO  REGIONAL 
DE  PUERTO  RICO 


.^CORTESIA  DEL  BOLETIN 


ANUNCIOS 


Shouldn’t 

VDur 

business 
get  what 
it’s 

paying  foi; 


mail  service,  you’re  not  getting 
your  money’s  worth  . . . unless 
you  use  ZIP  Code. 

It  doesn’t  matter  whether 
you’re  sending  out  an  invoice. 
Estimate.  Announcement.  Bro- 
chure. Or  what. 

A ZIP  Coded  letter  requires 
fewer  sorting  operations  at 
your  local  Post  Office. 

Which  means  it  has  a bet- 
ter chance  of  getting  out 
earlier. 

And  into  your  customer’s 
hands  sooner.  (Even  if  he  lives 
in  the  same  town.) 

Can  you  think  of  a better 
deal  for  three  seconds  of  your 
time? 


Mail  moves  the  country  - 
ZIP  CODE  moves  the  mail! 


m- 


advertising  contributed  for  the  public  good 


VENTAS 

Se  vende  apartamiento  en  Costa  Cuquillo  - 3 habi- 
taciones - baño  completo  - sala-comedor  - cocina 
completamente  equipada  - piscina  privada  frente  a 
la  playa.  Para  información  llame  a los  teléfonos 
767-4461  y 765-9062. 


Vendo  un  fluoroscopio  en  perfectas  condiciones, 
guantes  y delantal  de  plomo  y cuarto  obscuro.  Para 
información,  Dr.  Alonso  - Tel.  782-8046. 

Se  vende  oficina  Manhattan;  área  hispana  - equipo 
incluye  Rayos  X;  renta  razonable.  Buena  para  mé- 
dico generalista,  internista,  ginecólogo  o combinación. 
J.  M.  Rodríguez,  MD  - 201  West  107  St,  Apt  1, 
N.  Y.,  N.  Y.  10025  - Teléfono:  (Area  Code  212) 
666-4024  - 3 - 6 PM. 

Vendo,  motivo  viaje:  juego  de  muebles  de  oficina 
Orbit,  casi  nuevos:  escritorio,  3 sillas  ejecutivas  de 
vinyl  naugahyde  negro  y acero  inoxidable  pulido,  6 
sillas  azules  sala  de  espera  del  mismo  material  con 
mesita  redonda  30  pies  dia.  Todo  por  1749.00. 
.\lfombra  13’  x 10’  y cortina  verde  clara  — *150.00. 
Puerta  corrediza  71”  largo  y 96”  alto  — *60.00. 
Refrigeradora  Hotpoint  ’'self  defrosting”  — *200.00. 
Inf.  Dr.  Félix  A.  Delerme,  100  Iglesias  St.  (2nd  Floor), 
Corner  Dr.  López  St.,  Fajardo,  P.  R.  Tel.  863-0790. 

Apartamento  para  oficina,  530  pies  cuadrados.  Calle 
Domenech  283,  2do  piso.  Hato  Rey.  Informa  Ing. 
Albandoz,  en  bajos. 


LOCAL  PARA  ALQUILAR 

Se  alquila  segunda  planta  propia  para  oficina.  Ave. 
Central  1529,  Caparra  Terrace.  Para  más  informes  vea  i 
al  Sr.  A.  Santiago  Morales  en  la  tienda  primer  piso,  j 

MAGNIFICA  INVERSION  I 

CENTRO  COMERCIAL  recién  construido,  frente  I 
a una  avenida  principal  en  el  área  metropolitana.  TO-  1 1 
TALMENTE  ocupado  por  inquilinos  Triple  A.  Renta  f ll 
anual  de  *148  mil  la  cual  aumenta  progresivamente 
todos  los  años.  Primera  hipoteca  a 20  años  al  8 por- 
ciento. Segunda  hipoteca  disponible  Magnífica  opor-  ■ 
tunidad  para  grupo  de  médicos.  Transacción  rápida  y I' 
confidencial.  Para  información:  CONCHITA  ECHE- 
VARRIA, Real  Estate,  Box  6354,  Santurce,  00914.  , . 
Tel.  723-7991.  I j 


I' headache,  a sovereign  remedy  was 
vear  a snakeskin  round  one's  head. 


lar  treatment  for  back  pains 
to  have  the  seventh  son  of  a seventh  son 
or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’’ 

lompound  with  Codeine 
*hosphate  gr.  1/2  No.  3 


ich  tablet  contains; 

Ddeine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

ceeps  the  promise 
pain  relief 


W.  & Co.'  narcotic  products  are 

ass  "B",  and  as  such  are  available  on  oral 

escription,  where  State  law  permits. 

ifejURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing 

Vitamin  B¿  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B¿)...and  helps  ensure 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 


Laroboo 

I TABLETS 


Complete  Prescribing  Information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) 15  mg 

Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B12) 5 mcc 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high  j 
potency  dosages  of  the  major  B-complex  vitamins,  without  1 
pyridoxine  (vitamin  B6)  which  has  been  reported'^Mo  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may  be  required  if  signs  j 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary  I 
anemias.  Neurologic  involvement  may  develop  or  progress,  ¡ 
despite  temporary  remission  of  anemia,  in  patients  with  .j 

pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid  ji 

per  day  and  who  are  inadequately  treated  with  vitamin  Bi2.  ¡| 

Dosage  and  Administration:  One  or  two  tablets  daily,  as  I 

indicated  by  clinical  need.  ; 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  0.,  eta!:.  Trans.  Amer.  Neurol.  Assoc.,  94:81, 

1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  210:1255,  1969. 


High-potency  nutritional  support 
under  prescription  control 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Unicap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 


Cada  tableta  contiene; 

Vitamina  A 1.5  mg. 

Vitamina  D 10  mcg. 

Mononitrate  de  Tiamina  (B-1)  10  mg. 

Riboflavina  (B-2)  10  mg. 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  300  mg. 

Niacinamida  100  mg. 

Clorhidrato  de  Piridoxina  (B-6)  2 mg. 

Pantotenato  de  Calcio  20  mg. 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina)  20  mg. 

Vitamina  E 30  Unidades  Internacionales 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  10  mg. 

Yodo  (como  yoduro  de  potasio)  0.15  mg. 

Calcio  (como  carbonato)  50  mg. 

Cobre  (como  sulfato)  1 mg. 

Manganeso  (como  sulfato)  1 mg. 

Magnesio  (como  sulfato)  6 mg. 

Potasio  (como  sulfato)  5 mg. 

Poso/og/a;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 

Presentación;  Frascos  de  30  y 90 


Upjohn 


PR  5226.1  MAY.  1969 
6911  MARCA  REGISTRADA  EN  E.U.A.:  UNICAP  THERAPEUTIC 


UPJOHN  INTER-AMERICAN  CORPORATION  / CAPARRA / PUERTO  NUEVO 


The  hypochondriac 

fugitive  from  anxiety 

For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCI), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 


LibriunrilO  mg 

(chlordiazepoxide  HCl) 

1 or  2 capsules 

t.i.d./q.i.d. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 


sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  estobli  ;c 
clinically. 

Adverse  Reactions:  Drowsiness,  a i< 
and  confusion  may  occur,  especial  ii 
the  elderly  and  debilitated.  These  n 
reversible  in  most  instances  by  pi  ei 
dosage  adjustment,  but  are  also  a 
sionally  observed  at  the  lower  dc  gf 
ranges.  In  a few  instances  syncopi  as 
been  reported.  Also  encountered  ire 
isolated  instances  of  skin  erupt  is 
edema,  minor  menstrual  irregula  es 
nausea  and  constipation,  extrapy  '>'■ 
dal  symptoms,  increased  and  decn  ’ec 
libido— all  infrequent  and  generall'  JO' 
trolled  with  dosage  reduction;  chan'  ii'“ 
EEG  patterns  (low-voltage  fast  ac  ilyi 
may  appear  during  and  after  treat  int 
blood  dyscrasias  (including  ogran 
tosis),  jaundice  and  hepatic  dysfu  'Ot 
have  been  reported  occasionally,  rr  ing 
periodic  blood  counts  and  liver  fu.io" 
tests  advisable  during  protracted  th(l|i 

Roche  Laboratories  H 

Division  of  Hoffmann-La 
Nutley.  N J.  07110  ■ 
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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”" 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”" 


Big  boys  don’t  cry.  If  more  men  criec 
maybe  fewer  would  wind  up  with  duodeiicj' 
ulcers.  But  men  will  be  men-the  sum  total 
their  genes  and  what  the"'¡ 
are  taught.  Schottstae(| 
observes  that  when- 
mother  admonishes  h(| 
son  who  has  hurt  himse'i 
that  big  boys  don’t  cry,  sl'‘“ 
is  teaching  hi 
stoicism.^  Crying  is  tli 
negation  of  everythiif 
society  thinks  of  as  manljr 
A boy  starts  defending  ijp 
manhood  at  an  early  a^k' 


Take  away  stre  jL 
you  can  take  away  symptoD  | 

There  is  no  question  that  stress  playr? 
role  in  the  etiology  of  duodenal  ulci 


Alvarez®  observes  that  many  a man  with  f ' 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 


ulcer  loses  his  symptoms  the  day  he  shuts 
the  office  and  starts  out  on  a vacation. 
problem  is,  the  type  of  man  likely  to  haveil: 
ulcer  is  the  type  least  likely  to  take  1( 
vacations  or  take  it  easy  at  work. 


be  “a  lean,  hungry,  competitive  lot.” 


The  rest  cure  vs.  the  two-way  actiork 
Librax.®  For  most  patients,  the  rest  cur 
as  unrealistic  as  it  is  desirable.  Still,  '.^i 
stress  factor  must  be  dealt  with.  And 


is  where  the  dual  action  of  adjunctive  Lib 
can  help.  Librax  is  the  only  drug  that  c/ 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe. 
ct  al.  (ods.):  Harrison’s  Principles  of  Internal  Medien  ^ 
f),  New  York,  McGraw-Hill  Book  Company,  1970,  p.  J 
2.  Wolf,  S.,  and  Goodell,  H.  (ods.) : Harold  G-  11/ 
Stress  and  Disease,  ed.  2,  Springfield.  Ilk,  Char 
Thomas,  19G8,  pp.  G8-G9.  3.  Ibid.,  p.  257.  4.  Schotts  < ■ 
W.  W.:  Psychophysiologic  Approach  in  Medical  In 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  19G0,  ’ 

5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa., 
Saunders  Company,  1951,  p.  384. 


[nes  the  tranquilizing 
rtion  of  Librium® 

|:hlorcliazepoxide 
I'Cl)  with  the  potent 
(iticholinergic 
(tion  of  Quarzan^^ 

[lidinium  Br) 

Protects  man  from  his  own  hungry  per- 
snality.  The  action  of  Librium  reduces 
\ xiety — helps  protect  the  vulnerable  patient 
om  the  psychological  overreaction  to  stress 
at  clutches  his  stomach.  At  the  same  time, 
e action  of  Quarzan  helps  quiet  the  hyper- 
ative  gut,  decreasing  hypermotility  and 
hpersecretion. 

An  inner  healing  environment  with  1 
p 2 capsules,  3 or  4 times  daily.  Of  course, 
lere’s  more  to  the  treatment  of  duodenal 
a:er  than  a prescription  for  Librax.  The  pa- 
t 'lit — with  your  guidance — will  have  to  ad- 
j st  to  a different  pattern  of  living  if  treat- 
timt  is  to  succeed.  During  this  adjustment 
priod,  1 or  2 capsules  of  Librax  3 or  4 times 
dily  can  help  establish  a desirable  environ- 
mnt  for  healing. 

Librax:  It  can’t  change  man’s  nature. 
Bit  it  can  usually  make  it  easier  for  men  to 
coe  with  the  discomfort  of  stress— both 
pychic  and  gastric — that  can  precipitate 
d exacerbate  duodenal  ulcer. 

Ldrax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications;  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


in  the  treatment  of 
duodenal  ulcer 
«I  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Who’s  afraid  of  the 
big  bad  enema? 


Dulcolax!. 

bisacodyl 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen, 

it’s  predictable 

1 


BOLETIN 

ASOCIACION  MEDICA  DE  PUERTO  RICO 


Okoano  OnciAt. 

JUNTA  EDITORA; 

Jorge  0.  Just  Viera,  Presidente 
José  L.  Cangiano 
Herman  J.  Flax 
Osvaldo  González 
Norman  Maldonado 
F.  Hernández  Morales 
Francisco  Olazábal,  Jr. 

José  A.  Pereyó 
Nathan  Rifkinson 
Emilio  Torres  Reyes 


Fundado  tn  1903 


SECRETARIO  DE  REDACCION 

Sr.  Gregorio  Díaz 

ASESORES 

Julio  Víctor  Rivera 
José  E.  Sifontes 
Mario  R.  García  Palmieri 


INWm  AÉnMiIraltai 

Edificio  de  h Atodadón  Médica  de  Puerto  Rioo^  Ave.  Fer- 
nindei  Juncoa  Núm.  1S05,  Apartado  de  Cocreoa  9S87.  Santuioe. 
Puerto  Rk»  00908.  Tel.  7254969. 
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£1  Boledn  ae  publica  menaualmcnte.  El  precio  de  suacripdo- 
nea  ea  de  55.00  por  afio.  Todo  material  de  anuncio  eatá  sujeto 
a aprobación  por  la  Junu  Editora. 


Podrán  ordenarae  reimpresoa  de  loa  articuloa  a publkarae 
cuando  se  redba  notíficndón  de  su  aceptación. 

Seomd  daaa  poatage  paid  at  San  Juan.  Puerto  Rko. 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  ISO  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— MOTtxn, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/c/n— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Ktd/iey— dose-related  rise  in 
BUN.  Hypersensitivity  reacf/o/ti— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia, 
fl/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Carnation  Evaporated 
Milk.  Baby's  first  taste 
of  real  food. 


Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


ulas 


CARNATION®  EVAPORATED  MItK,  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


Streamlined  design 
for  easier  cleaning 
and  full  drug 
utilization. 
Adjustable  needle 
valve  control  built 
into  bedside  stand 
so  patient  can 
regulate  delivery 
pressure  when  unit 
is  pipeline 
connected. 
Oil-free  compressor 
with  room  air  filter 
and  disposable 
patient  air  filter  and 
built-in  adjustable 
pressure  gauge. 


Simple  (3  parts) 
high-output 
recirculating 
nebulizer. 


Connects  to  pipeline,  cylinder,  or  compressor. 
*Not  a powered  nebulizer. 


For  treatment  of  chronic 
lung  diseases 


New,  Improved 
True  IPPB  Device* 
for  ventilation  and  simpler, 
yet  more  effective  delivery 
of  therapeutic  aerosol 
in  hospital  or  home. 

hand-E-venfl 

from  Ohio 


For  complete  details  ask  for  catalog  9879. 


General  Gases  & Supplies  Corp. 


Calle  Manuel  Camuñas  No.  10 
Urb.  Ind.  Tres  Monjitas 

HATO  REY 
765-7445 


Ave.  Central  cruce 
Carr.  Guaynabo 

GUAYNABO 

7834515 


Cond.  Los  Flamboyanes 
Ave.  65  Infantería 


RIO  PIEDRAS 
765-7445 


Calle  Barbosa  No.  11 

BAYAMON 

785-6090 


Cane  Jaspe  No.  21 
Centro  Com.  Villa  Blanca 


CAGUAS 

743-6595 


Ave.  Muñoz  Rivera 
esq.  Ave.  Expreso 

PONCE 

843-0425 


Ave.  Miramar  No.  529 

ARECIBO 

878-2460 


n 


i once-popular  treatment  for  back  pains 
'as  to  have  the  seventh  son  of  a seventh  son 
[and  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


It  headache,  a sovereign  remedy  was 
:i  wear  a snakeskin  round  one's  head. 


inn 


ompound  with  Codeine 
phosphate  gr.  1/2  No.  3 

;ch  tablet  contains: 

. deine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

■ pirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

eeps  the  promise 
f pain  relief 

V.  Co.'  narcotic  products  are 
ss  "B",  and  as  such  are  available  on  oral 
scription,  where  State  law  permits. 

» 

jp  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tbckahoe.  N.Y. 


A realistic 
approach 
to  pain 
relief 


You  can't  fell  a redwood 
with  a hatchet 

With  vitamins^  too,  relative  needs  determine  the  choice. 

Alow  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragrair 

High  Potency  Vitamin  Formula 

Theiagrair-M 

High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 

'The  Priceless  Ingrerlieiit  of  every  prodiK  t 
is  ihe  honor  and  integrity  of  its  maker.''” 


ESTUDIOS  CARDIOVASCULARES  EN  CUATRO 
GRUPOS  DE  PUERTORRIQUEÑOS  DE  DISTINTOS 
NIVELES  SOCIO  ECONOMICOS  EN  APARENTE 
BUEN  ESTADO  DE  SALUD 
/.  ASPECTOS  NUTRICIONALES 


Vuelvo  a la  casa  solariega.  Vuelvo  al  grupo  de 
profesionales  con  quienes  empecé  hace  poco  más 
de  40  años  mis  ansias  de  saber,  mis  esfuerzos  por  apren- 
der e investigar  y mis  afanes  por  Serle  útil  a la  huma- 
nidad. 

Vuelvo  no  como  hijo  pródigo,  ni  siquiera  como  hijo 
arrepentido,  pues  durante  esos  largos  años  de  aparente 
ausencia  nunca  estuve  lejos  de  ustedes  y de  vuestra 
disciplina. 

Lo  cierto  es  que  no  puede  haber  médico,  ni  cirujano, 
ni  especialista  alguno  que  de  veras  lo  sea,  que  no  se  in- 
terese y que  no  le  afecte  directamente  los  grandes  pro- 
blemas resueltos  y los  muchos  por  resolver  de  la  ciencia 
de  la  Nutrición. 

En  mayo  del  año  1929  y en  el  Boletín  de  la  Asocia- 
ción Médica  de  P.  R.  informamos  con  los  doctores  Pablo 
Morales  Otero  y Rafael  Rodríguez  Molina  (1)  dos  casos 
de  anemia  profunda  estudiados  en  el  Hospital  Municipal 
de  Santurce.  En  ambos  casos  atribuimos  la  anemia  a 
carencias  alimenticias  y en  uno  de  ellos  pudimos 
mejorar  su  anemia  con  una  dieta  adecuada  y pequeñas 
cantidades  de  hierro  sin  haber  eliminado  el  anquilostoma 
duodenal  de  su  intestino. 

Años  más  tarde  cuando  estudiábamos  la  posible  de- 
ficiencia de  vitamina  A en  nuestra  población  usando 
la  prueba  de  adaptación  a la  obscuridad  por  medio  del 
biofotómetro  (2)  y luego  la  posible  vascularización  de 
la  cornea  usando  la  lámpara  de  hendidura  (“slit  lamp”) 
(3),  nos  sirvieron  como  base  a nuestras  investigaciones 
los  trabajos  estadísticos  de  Hill  y Noguera  (4)  en  rela- 
ción con  los  alimentos  producidos  localmente  y los 
productos  alimenticios  importados,  los  de  Sol  Luis 
Descartes,  Díaz  Pacheco  y Noguera  (15)  sobre  el 


De  la  Fundación  de  Investigaciones  Clínicas  y del  Hospital 
Mimiya,  Santurce,  Puerto  Rico. 

Conferencia  dictada  ante  la  reunión  anual  de  la  Sociedad 
Latinoamericana  de  Nutrición  el  día  9 de  septiembre  de  1970. 

Estos  estudios  fueron  sufragados  en  parte  por  el  “Fondo 
Gogui”  y por  un  donativo  de  la  Asociación  Puertorriqueña 
del  Corazón  recibido  durante  la  presidencia  del  Dr.  Germán 
Malaret. 


Ramón  M.  Suárez,  MD 
Ramón  M.  Suárez,  Jr.,  MD 

consumo  per  capita  de  ciertos  alimentos  esenciales 
comparado  con  el  consumo  en  los  Estados  Unidos  de 
América,  los  de  Cook,  Axtmayer  y Dalmau  (6)  compa- 
rando la  comida  “continental”,  la  comida  de  “fiam- 
brera” y la  comida  “campesina”  y probando  que  los 
ratones  blancos  alimentados  exclusivamente  con  los 
productos  que  componían  la  ración  alimenticia  de  los 
campesinos  puertorriqueños  no  se  desarrollaban  nor- 
malmente, los  de  Morales  Otero  y Pérez  (7)  comparando 
las  medidas  corporales  de  15,493  jornaleros  agrícolas 
de  Puerto  Rico  con  un  grupo  semejante  de  sujetos  esta- 
dounidenses y los  de  Asenjo,  Cook  y Axtmayer  (8) 
informando  el  contenido  de  Vitamina  A en  el  tiburón 
de  las  Indias  Occidentales. 

Con  esa  corta  e incompleta  introducción  termino 
con  el  pasado  y empiezo  el  presente,  presentándoles 
fragmentariamente  algunas  de  las  observaciones  obteni- 
das de  estudios  clínicos  y de  laboratorio,  que  relacio- 
nados principalmente  con  investigaciones  cardiovascula- 
res, hemos  realizado  durante  el  último  año. 

Material  Estudiado 

Examinamos  cuatro  grupos  de  54  sujetos  cada  uno, 
haciendo  un  total  de  216.  Todos  naturales  de  Puerto 
Rico,  todos  varones  y todos  en  aparente  buen  estado 
de  salud. 

Un  grupo  lo  componían  hombres  de  empresa:  ban- 
queros, industriales,  comerciantes.  El  otro  lo  formaban 
trabajadores  de  muelles,  de  equipo  pesado,  de  la  Central 
Cambalache  y tres  o cuatro  de  la  Cervecería  Corona. 
Los  otros  dos  grupos  lo  formaban  estudiantes  de  escuela 
superior.  Unos  pertenecían  a una  escuela  privada  y otros 
a dos  escuelas  públicas.  Los  primeros  representaban 
niveles  socioeconómicos  más  altos  que  los  segundos. 

Debemos  a la  cortesía  del  Dr.  Luis  A.  López  de 
nuestra  Escuela  de  Medicina  las  cifras  mínima  y máxi- 
ma y los  promedios  obtenidos  en  cada  una  de  las 
observaciones  practicadas. 

La  Edad: 

El  promedio  de  edad  fue  50  años,  tanto  en  los 
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TABLA  I:  RESUMEN  DE  LOS  DATOS  EN  AMBOS  GRUPOS  DE  EJECUTIVOS  Y 
OBREROS.  54  INDIVIDUOS  EN  CADA  GRUPO 


Media 

EJECUTIVOS 

Medidas 

Amplitud 

Media 

OBREROS 

Medidas 

Amplitud 

Edad 

50 

31-76 

50 

30-65 

Peso  (Libras) 

177.7 

138-230 

177.1 

100-264 

Estatura  (Pulgadas) 

66.3 

62-76 

65.5 

57.7-1.5 

Pliegue  de  la  Piel 

14 

7-27 

14.5 

4-35 

Indice  de  Peso  (“Ponderal..) 

11.9 

11.2-12.7 

11.8 

10.7-13.6 

Hemoglobina 

14.3 

11.8-16.6 

14.3 

10.7-13.6 

Colesterol 

224.7 

148-300 

214.6 

149-286 

Triglicéridos 

94.5 

74-165 

178.2 

113-273 

Glucosa 

94.8 

62-130 

106.7 

66.5-257 

Acido  Urico 

6.3 

3.8-10.0 

6.1 

3. 5-8.1 

Calcio 

9.5 

77-11.7 

9.7 

9-11 

Sodio 

142 

135-150 

138.4 

133-148 

Potasio 

4.3 

3.8-5.2 

4.4 

3.8-5.4 

Turbidez  de  Zinc 

6 

3.8-5.2 

8.1 

4.2-13.1 

Magnesio 

1.58 

0.72-2.55 

1.23 

0.37-2.55 

Urea 

15 

11-24.5 

12.6 

8-18 

VDRL  (Reactivo) 

Parásitos  Intestinales 

2 por  ciento 

100  por  ciento  negativo 

5.6  porciento 

88  porciento  negativo 

TABLA  II:  RESUMEN  DE  LOS  DATOS  EN  AMBOS  GRUPOS  DE  ESTUDIANTES 

54  INDIVIDUOS  EN  CADA  GRUPO 

ESCUELA  PUBLICA 

ESCUELA  PRIVADA 

Medidas 

Medidas 

Media 

Amplitud 

Media 

Amplitud 

Edad 

16.6 

15-19 

16.8 

15-18 

Peso  (Libras) 

126.2 

97-180 

149.4 

120-183 

Estatura  (Pulgadas)  • 

64.8 

59-71 

67.6 

62-74 

Pliegue  de  la  Piel 

9.7 

4-26 

14.3 

6-34 

Indice  de  Peso  (“Ponderal”) 

12.9 

11-13.9 

12.7 

11.3-14.3 

Hemoglobina 

13.9 

12.2-15.6 

14.5 

12-16 

Colesterol 

156 

114-218 

170.6 

121-245 

Triglicéridos 

88 

54-115 

90.1 

68-120 

Glucosa 

83.2 

64-129 

86 

64-104 

Acido  Urico 

5.5 

2.5-7.8 

5.6 

4. 1-7.8 

Calcio 

9.6 

7.8-10.9 

9.6 

8.5-11.4 

Sodio 

140 

132-150 

140.6 

135-149 

Potasio 

4.4 

3.8-5.2 

4.3 

3.8-5.0 

Turbidez  Zinc 

7.0 

1.8-11.8 

5.3 

1.8-11.0 

Magnesio 

1.57 

.75-3.0 

1.56 

0.60-2.55 

Urea 

10.4 

6.2-15.5 

13.3 

9.1-18.5 

VDRL  (Reactivo) 

2 por  ciento 

0.0  por  ciento 

Pará.sitos  Intestinales 

68  por  ciento  negativo 

100  por  ciento  negativo 
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hombres  de  empresa  como  en  los  trabajadores  manua- 
les. En  los  estudiantes  de  escuelas  públicas  fue  16.6 
años  y 16.8  el  de  la  escuela  privada  (Tablas  I y II). 

La  Estatura: 

La  estatura  varió  entre  62  y 76  pulgadas  con  un 
promedio  de  66.3  pulgadas  en  los  hombres  de  empresa 
comparado  con  57  y 71.5  pulgadas  con  promedio  de 
65.5  en  los  trabajadores  manuales.  Encontramos  un 
solo  hombre  extraordinariamente  alto  (76  pulgadas) 
entre  los  ejecutivos. 

En  los  jóvenes  estudiantes  de  las  escuelas  públicas 
la  estatura  varió  entre  59  y 71  pulgadas,  con  promedio 
de  64.8  pulgadas,  mientras  que  los  de  la  escuela  privada 
rindieron  un  promedio  de  67.6  pulgadas  con  variaciones 
entre  62  y 74  pulgadas. 

Los  hombres  de  empresa  fueron  cerca  de  una  pulgada 
más  altos  que  los  trabajadores  manuales,  y los  mucha- 
chos de  la  escuela  privada  tuvieron  cerca  de  3 pulgadas 
más  de  estatura  que  sus  compañeros  de  escuelas  pú- 
blicas. 

En  cuanto  al  peso  el  promedio  fue  casi  igual,  177.7 
libras  en  los  ejecutivos  y 177.1  en  los  obreros.  En  cam- 
bio hubo  una  diferencia  entre  los  dos  grupos  de  estu- 
diantes. El  promedio  del  peso  fue  sólo  de  126.2  libras 
en  los  de  escuelas  públicas  y 149.4  libras  en  los  de  la 
escuela  privada. 

Comentarios: 

Los  soldados  del  ejército  japonés  durante  la  guerra 
Ruso-Japonesa  eran  pulgada  o pulgada  y media  más 
altos  que  los  que  tomaron  parte  años  antes  en  la  guerra 
Chino-Japonesa.  Ese  aumento  en  estatura  se  atribuye, 
con  razón,  a una  mejor  alimentación  del  pueblo  Japonés. 

No  debemos  olvidar  que  existen  factores  inviolables 
de  herencia  y genética  que  no  los  puede  alterar  la  ali- 
mentación. Con  una  magnífica  nutrición  podemos  ha- 
cer desarrollar  y lucir  sus  mejores  plumas  a una  galli- 
na “quiriquiquí”,  pero  nunca  alcanzará  el  tamaño  de 
una  “white  leghorn”. 

Doblez  o Pliegue  de  la  Piel  (“Skin  fold”): 

La  cantidad  de  grasa  subcutánea  determinada  por 
medio  del  calibrador  de  Lange  (facilitado  por  el  Dr. 
García  Palmieri)  sobre  el  músculo  triceps  del  brazo 
derecho,  dio  los  siguientes  resultados:  en  los  ejecuti- 
vos, un  mínimo  de  7 con  máximo  de  27  y promedio 
de  14;  en  los  obreros  un  mínimo  de  4,  máximo  de 
35  y promedio  de  14.4;  en  los  alumnos  de  las  escuelas 
públicas  el  mínimo  fue  4,  el  máximo  26  y el  promedio 
9.7;  y en  los  alumnos  de  la  escuela  privada  el  mínimo 
fue  6,  el  máximo  34  y el  promedio  14.3. 
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Como  puede  verse,  en  el  grupo  de  estudiantes  de  las 
escuelas  públicas  encontramos  las  cifras  más  bajas  de 
grasa  subcutánea.  La  diferencia  entre  estos  promedios 
fue  estadísticamente  significativa  a un  nivel  de  cinco 
por  ciento. 

Indice  de  Peso  (“Ponderal  Index”): 

Se  obtiene  dividiendo  la  estatura  en  pulgadas  por  la 
raíz  cúbica  del  peso  (estatura/  s/~ peso).  En  nuestro 
estudio,  las  cifras  promedio  fueron  11.9  en  los  hombres 
de  empresa,  11.8  en  los  obreros,  12.9  en  los  estudiantes 
de  escuelas  públicas  y 12.7  en  los  de  escuela  privada.* 

En  busca  de  información  en  relación  con  el  “Ponderal 
Index”,  nos  dirijimos  al  Dr.  Ancel  Keys,  quien  a pesar 
de  contar  con  datos  antropométricos  de  miles  de  sujetos 
estudiados  en  los  Estados  Unidos,  Finlandia,  Yugoesla- 
via,  Grecia,  Italia  y Japón,  no  ha  analizado  ni  publicado 
los  resultados  obtenidos.  El  cree  que  esas  tablas  teórica- 
mente parecen  ser  más  útiles  que  las  tablas  corrientes 
con  el  promedio  de  peso  “recomendado”  de  acuerdo 
con  la  estatura,  edad  y sexo.  En  hombres  entre  las  eda- 
des de  40  y 59  años,  el  Dr.  Ancel  Keys  encontró  doble 
cantidad  de  grasa  en  los  Estados  Unidos  que  en  los 
otros  países  arriba  mencionados. 

A través  del  Departamento  Actuarial  de  la  Metropo- 
litan Life  Insurance  Company  de  Nueva  York,  recibimos 
copia  de  estudios  antropométricos  del  “National  Health 
Survey”  del  Departamento  de  Salud  de  los  Estados 
Unidos  (10).  Encontramos  que  el  promedio  del  “Pon- 
deral Index”  en  la  población  civil  masculina  de  los 
Estados  Unidos  fue  de  12.40.  Cifras  más  bajas  se  en- 
contraron entre  las  edades  de  45  y 64  años  y antes  de 
los  24  años  de  edad  y más  altas  después  de  los  64 
años. 

Comentarios: 

Las  cifras  infonnadas  en  este  estudio,  por  representar 
un  número  muy  pequeño,  las  ofrecemos  sin  comentario 
alguno.  Ellas  demuestran  también  un  “ponderal  index” 
notablemente  más  alto  en  los  dos  grupos  de  jóvenes 
que  en  los  dos  grupos  de  adultos. 

Hemoglobina: 

La  hemoglobina  en  la  sangre  periférica  fue  más  baja 
en  el  grupo  de  estudiantes  de  las  escuelas  públicas  que 
en  los  otros  tres  grupos.  El  promedio  fue  de  14.3 
gms.  por  ciento  en  los  hombres  de  empresa,  igual  cifra 
en  los  obreros,  13.9  gms.  por  ciento  en  los  estudiantes 
de  las  escuelas  públicas  y 14.5  gms.  por  ciento  en  los  de 


* ■ Estas  cifras  fueron  obtenidas  con  la  regla  de  cálculo  por  el 
Dr.  Pablo  L.  Morales. 
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la  escuela  privada.  Sólo  en  estos  últimos  estudiantes 
y en  los  hombres  de  empresa  encontramos  casos  de 
16  o más  gramos  por  ciento. 

Los  Lípidos: 

(a)  Colesterol  - En  los  ejecutivos  u hombres  de  em- 
presa encontramos  un  colesterol  sérico  de  148  mg.  a 
300  mg.  por  ciento  con  promedio  de  224.7  mg.  por 
ciento;  en  los  obreros,  de  149  a 286  mg.  por  ciento 
con  promedio  de  214.6.  En  los  estudiantes  de  es- 
cuelas públicas  el  colesterol  varió  entre  114  y 218 
mg.  con  un  promedio  de  156  mg.  por  ciento;  y en  los 
de  la  escuela  privada  los  valores  oscilaron  entre  121 
a 245  con  promedio  de  170.6  mg.  por  ciento. 

(b)  Triglicéridos  - Los  trigíicéridos  dieron  cifras 
promedio  de  94.5  mg.  por  ciento  en  los  ejecutivos; 
178.2  en  los  trabajadores  manuales;  88  en  los  estu- 
diantes de  escuelas  públicas;  y 90.1  por  ciento  en  los 
de  escuela  privada.  La  cifra  más  alta  (273  mg.  por 
ciento)  la  encontramos  en  ios  obreros. 

Comentarios: 

La  diferencia  entre  esos  promedios  de  colesterol 
y triglicéridos  fue  estadísticamente  significativa  a un 
nivel  de  5 por  ciento. 

El  capítulo  de  los  lípidos  ha  tomado  gran  auge  du- 
rante ios  últimos  años.  Se  debe  este  mayor  interés 
a la  descripción  de  los  cinco  tipos  distintos  de  lipo- 
proteínas  por  Fredrickson,  y al  haberse  sustituido  el 
método  de  ultracentrifugación  por  el  más  fácil  y ac- 
cesible de  la  electroforesis  a papel. 

La  inmensa  mayoría  de  los  investigadores  en  todo 
el  mundo  acusan  al  colesterol  como  una  de  las  más 
importantes  causas  de  la  ateroesclerosis. 

Aquí  en  Puerto  Rico  los  estudios  del  Dr.  Eli  Ra- 
mírez (9)  en  240  veteranos  de  la  guerra  confirmaron 
el  hecho  de  que  los  factores  socioeconómicos  y nu- 
tricionales  explican  la  mayor  incidencia  de  ateroes- 
clerosis en  las  zonas  urbanas  comparadas  con  las  zonas 
rurales.  Los  estudios  de  García  Palmieri  y su  grupo 
en  el  “Programa  de  Salud  del  Corazón”,  y en  más  de 
6,000  determinaciones,  parecen  favorecer  también  esas 
ideas. 

Ancel  Keys,  a quien  ya  hemos  mencionado,  cree  que 
el  gran  consumo  de  grasas  que  va  pari  pasu  con  las 
“sociedades  afluentes”  es  la  causa  más  importante  de  las 
enfermedades  de  las  arterias  coronarias,  mientras  que 
Yudkin  atribuye  al  azúcar  el  papel  de  “villano”. 

Nosotros  no  podemos  negar  que  la  hipercolestero- 
lemia  es  uno  de  los  riesgos  o factores  predisponentes 
de  la  ateroesclerosis  y por  ende  de  la  trombosis  coro- 
naria, pero  no  siempre  encontramos  esa  misma  relación 


entre  el  colesterol  y la  trombosis  cerebrovascular. 
Tampoco  podemos  explicarnos  por  qué  la  enfermedad 
es  tan  rara  entre  los  indios  Navajos  y los  africanos  de 
las  tribus  del  Masai  Central,  de  Samburu  y de  Rendilla, 
a pesar  de  la  gran  cantidad  de  grasa  animal  que  consu- 
men. 

Indudablemente  que  les  quedan  a ustedes  muchas 
lagunas  que  llenar  y muchos  problemas  que  resolver 
en  el  metabolismo  de  los  lípidos. 

Damos  a continuación  una  corta  descripción  de  los 
cinco  tipos  de  hiperlipoproteinemia  descritos  por  Fre- 
drickson (11): 

Tipo  I - Hiperquilomicronemia  e hipertrigliceridemia. 
De  muy  baja  incidencia.  El  plasma,  después  de  una 
noche  en  la  nevera,  aparece  cremoso  arriba  y claro  abajo. 

El  tratamiento  consiste  en  una  dieta  baja  en  grasas. 

Tipo  n - Hiper-beta  lipoproteinernia  - gran  aumento 
en  el  colesterol,  por  encima  de  300  mg./lOO.  Trigli- 
céridos normales  o moderadamente  aumentados. 

El  plasma  aparece  claro  después  de  permanecer  una 
noche  en  la  nevera. 

Frecuente  en  enfermedades  de  las  arterias  coronarias. 

Tratamiento:  dieta  baja  en  colesterol  y grasas  ani- 
males y drogas  tales  como  coloxina,  ácido  nicotínico  y 
Atromid-S.  En  Bethesda  recomiendan  el  uso  de  Ques- 
tran (colestiramina). 

Tipo  III  - Beta-ancha  lipoproteinernia.  Elevación 
del  colesterol  y triglicéridos. 

El  suero  en  el  tubo  de  ensayo  parece  turbio. 

Tipo  IV  - Pre-beta  hiperlipoproteinemia  - Elevación 
de  triglicéridos  mayor  que  la  elevación  del  colesterol. 
El  colesterol  puede  aparecer  normal.  El  suero  aparece 
turbio. 

Esas  dos  últimas  se  tratan  con  dieta  baja  en  carbo- 
hidratos y posiblemente  también  con  Atromid-S. 

Tienen  tendencia  a diabetes  benigna. 

Tipo  V - Tipo  mixto.  Hiperquilomicronemia  con 
hiperprebetalipoproteinemia.  Poco  frecuente.  Coles- 
terol normal.  Triglicéridos  altos. 

El  suero  aparece  cremoso  arriba  y algo  turbio  en  el 
resto  del  tubo. 

La  dieta  consiste  en  la  restricción  tanto  de  las  grasas 
como  de  carbohidratos  y de  calorías. 

El  Tipo  II  es  el  que  se  encuentra  más  íntimamente 
ligado  a las  enfermedades  de  las  arterias  coronarias. 
Le  sigue  en  frecuencia  el  Tipo  IV  relacionado  con  la 
diabetes  como  ya  hemos  dicho. 

Recomendamos  la  lectura  de  un  pequeño  panfleto 
publicado  en  el  1969  por  Ayerst  Laboratories:  “Li- 
pids ...  in  Brief”,  “The  Dietary  Management  of  Hyper- 
lipoproteinemia ” que  consiste  de  5 panfletos  publicados 
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TABLA  III:  NIVELES  DE  UREA  SERICA  EN  LOS  CASOS  DE  HIPERURICEMIA 

SOBRE  7 MG.  (100) 


Caso  Núm. 

Acido  Urico 

HOMBRES 

Urea 

DE  EMPRESA 

Caso  Núm. 

Acido  Urico 

Urea 

1 

7.5 

14.6 

10 

8.0 

15.5 

2 

8.2 

19.3 

11 

7.6 

13.2 

3 

7.9 

15.1 

12 

7.1 

14.4 

4 

7.3 

15.1 

13 

7.8 

14.8 

5 

8.7 

20.7 

14 

7.4 

15.9 

6 

7.1 

12.5 

15 

8.0 

14.0 

7 

10.0 

15.1 

16 

8.0 

13.3 

8 

8.9 

14.8 

17 

8.2 

14.8 

9 

9.4 

11.1 

TABLA  IV:  NIVELES  DE  UREA  SERICA  EN  LOS  CASOS  DE  HIPERURICEMIA 


SOBRE  7 MG.  (100) 

Caso  Núm. 

Acido  Urico 

OBREROS 

Urea  Caso  Núm. 

Acido  Urico 

Urea 

1 

7.9 

9.3 

7 

8.5 

10.6 

2 

7.8 

12.7 

8 

7.1 

14.4 

3 

9.2 

10.7 

9 

8.1 

13.5 

4 

7.9 

15.4 

10 

7.6 

18.5 

5 

8.7 

15.3 

11 

7.6 

12.8 

6 

7.3 

11.4 

12 

7.1 

15.7 

por  el  “National  Heart  and  Lung  Institute”  - del  Na- 
tional Institute  of  Health  - en  Bethesda,  Maryland,  y 
tan  útil  como  esas  dos  publicaciones  está  “The  Serum 
Lipid  Picture,  A Review”  por  la  Dra.  Marta  Cancio, 
publicada  en  el  Boletín  de  la  Asociación  Médica  de 
P.  R.  en  diciembre  de  1966. 

Glucosa  Sérica: 

Encontramos  un  promedio  normal  de  glucosa  sérica 
en  los  cuatro  grupos:  94.8,  106.7,  83.2  y 86  mg.  por 
ciento  (Tablas  I y II),  pero  cifras  sobre  110  mg.  por 
ciento  se  vieron  en  7 de  los  ejecutivos,  en  13  de  los 
obreros,  en  2 de  los  estudiantes  de  escuelas  públicas 
y en  ninguno  de  los  54  estudiantes  de  la  escuela  pri- 
I vada. 

I 

I Acido  Urico  Sérico: 

En  los  ejecutivos  la  cantidad  de  ácido  úrico  en  la 
sangre  varió  entre  3.8  y 10  mg.  por  ciento  con  un  pro- 


medio de  6.3:  en  los  obreros  las  cifras  fueron  de 
3.5  a 8.1  mg.  por  ciento  eon  promedio  de  6.1;  en  los 
estudiantes  de  eseuelas  públicas  desde  2.5  a 7.8  mg. 
por  ciento  con  promedio  de  5.5  y en  los  estudiantes 
de  escuela  privada  el  ácido  úrico  sérico  fue  de  4.1 
mínima  a 7.8  máxima  con  promedio  de  5.6  mg.  por 
ciento. 

Presentamos  en  las  Tablas  HI,  IV  y V los  niveles  de 
urea  sérica  en  todos  los  casos  que  presentaron  uri- 
cemia  sobre  7 mg.  por  ciento. 

En  el  grupo  de  hombres  de  empresa  (Tabla  I) 
podrá  verse  un  nivel  de  urea  sérica  de  19.3  mg.  por 
ciento  con  ácido  úrico  de  8.2  mg.  por  ciento  en  el  caso 
número  2,  y de  20.7  mg.  por  ciento  de  urea  sérica  con 
ácido  úrico  de  8.7  en  el  caso  número  5.  Por  otro  lado 
encontramos  niveles  nonnales  de  urea  en  los  casos 
número  7,  8,  9,  10,  15,  16  y 17  con  uricernia  de  8 
o más  mg.  por  ciento.  En  el  caso  número  7 el  nivel 
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TABLA  V:  NIVELES  DE  UREA  SERICA  EN  LOS  CASOS  DE  HIPERURICEMIA 

SOBRE  7 MG.  (100) 


Caso  Núm. 

ESCUELA  PRIVADA 

Acido  Urico 

Urea 

ESCUELAS  PUBLICAS 
Caso  Núm.  Acido  Urico 

Urea 

1 

7.1 

12.9 

1 

7.8 

7.7 

2 

7.8 

11.1 

2 

7.1 

9.2 

3 

7.6 

16.3 

3 

7.8 

8.4 

— 

— 

— 

4 

7.1 

13.6 

de  ácido  úrico  fue  de  10  mg.  por  ciento,  mientras 
que  la  urea  sérica  fue  de  sólo  15.1  mg.  por  ciento. 
Ninguno  de  los  casos  presentaba  ni  tofos,  ni  artritis 
gotosa,  pero  sí  pudimos  averiguar  después  de  termina- 
dos los  estudios  que  tres  de  los  ejecutivos  u hombres 
de  empresa  habían  estado  sometidos  a tratamiento 
uricosúrico. 

En  los  obreros  (Tabla  II)  encontramos  la  urea  sérica 
elevada  a 18.5  mg.  por  ciento  con  un  nivel  de  uratos 
de  sólo  7.6  mg.  por  ciento.  Mientras  que  en  los  casos 
número  3,  5,  7 y 9 con  niveles  de  uratos  sobre  8 mg. 
por  ciento  las  cifras  de  urea  sérica  fue  normal. 

Sólo  un  estudiante,  el  caso  número  3 de  escuela  pri- 
vada (Tabla  III)  presentó  una  urea  sérica  elevada 
(16.3  mg.  por  ciento),  y en  ninguno  de  ellos  el  nivel 
de  uratos  llegó  a la  cifra  de  8 mg.  por  ciento. 

Comentarios: 

En  nuestro  laboratorio  hemos  considerado  nonnales 
cifras  de  ácido  úrico  sérico  hasta  7 mg.  por  ciento  en  el 
hombre  y 6 mg.  en  la  mujer. 

No  existe  unanimidad  de  parecer  en  cuanto  al  nivel 
superior  normal  de  ácido  úrico  en  la  sangre,  por  lo  tanto 
no  podemos  establecer  con  exactitud  cuándo  o en  qué 
casos  la  hipeniricemia  refleja  un  estado  asintomático  de 
gota. 

Hemos  visto  casos  con  artritis  gotosa  aguda  en  presen- 
cia de  una  uricemia  de  sólo  6 mg.  por  ciento,  y también, 
con  mayor  frecuencia,  hemos  visto  hiperuricemia  en  ca- 
sos de  enfermedades  renales  con  azotemia,  en  policite- 
mia,  en  metaplasia  mieloide,  en  la  enfermedad  de  Hodg- 
kin y en  casos  sometidos  al  efecto  de  salicilatos,  esteroi- 
des  y tiazidas. 


Calcio,  Sodio  y Potasio: 

Las  cifras  séricas  de  calcio,  sodio  y potasio  fueron 
normales  en  los  cuatro  grupos  estudiados  por  nosotros. 

Magnesio: 

Las  cifras  normales  de  magnesernia  en  nuestro  labo- 
ratorio varía  entre  I y 3 mg.  por  ciento. 

Ninguno  de  los  sujetos  en  nuestro  estudio  dió  una 
cifra  mayor  de  3 mg.  por  ciento,  pero  algunos  en  cada 
uno  de  los  cuatro  grupos  tuvieron  cifras  muy  por  de- 
bajo del  mínimo  de  1 mg.  por  ciento. 

Urea  Sérica: 

La  urea  sérica  varió  entre  11  y 24.5  mg.  por  ciento 
en  los  hombres  de  empresa  con  un  promedio  de  15; 
en  los  obreros  varió  entre  8 y 18  mg.  por  ciento,  con 
promedio  de  12.6;  en  los  jóvenes  de  las  escuelas  pú- 
blicas osciló  entre  6.2  a 15.5,  con  promedio  de  10.4 
mg.  por  ciento,  y en  los  de  la  escuela  privada  varió  la 
urea  entre  9.1  a 18.5  con  promedio  de  13.3  mg.  por 
ciento. 

Cifras  que  sobrepasan  20  mg.  por  ciento  se  encon- 
traron en  4 del  gnipo  de  los  hombres  de  empresa, 
pero  en  ninguno  de  los  otros  cuatro  grupos. 

Parasitismo  Intestinal: 

No  se  encontraron  parásitos  intestinales  en  ninguno 
de  los  hombres  de  empresa,  ni  en  los  estudiantes  de  la 
escuela  privada,  pero  sí  en  un  12  por  ciento  de  los  obre- 
ros y un  32  por  ciento  de  los  estudiantes  de  las  dos 
escuelas  públicas. 

La  dentadura: 

Como  un  hallazgo  curioso  e inesperado  y para  el  cual 
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no  tenemos  explicación,  fue  la  presencia  de  una  denta- 
dura perfecta  sin  una  sola  carie,  en  6 y posiblemente  8 
de  los  estudiantes  de  las  escuelas  públicas  y en  ninguno 
de  los  otros  tres  grupos.  La  peor  higiene  dental  la  en- 
contramos en  los  trabajadores  manuales. 

Resumen 

Se  presenta  un  estudio  de  cuatro  grupos  (54  sujetos 
en  cada  uno)  de  puertorriqueños  de  distintos  niveles 
socioeconómicos. 

No  encontramos  diferencia  en  el  peso  entre  los  hom- 
bres de  empresa  y los  obreros,  en  cambio  los  estudiantes 
de  escuela  privada  pesaron  bastante  más  que  los  estu- 
diantes de  escuelas  públicas. 

Los  hombres  de  empresa  midieron  cerca  de  una  pul- 
gada más  de  estatura  que  los  obreros,  y los  jóvenes  de  es- 
cuela privada  fueron  cerca  de  3 pulgadas  más  altos  que 
los  de  escuelas  públicas. 

El  doblez  o pliegue  de  la  piel  (Skin  fold)  fue  mucho 
más  bajo  en  los  estudiantes  de  escuelas  públicas  que  en 
ninguno  de  los  otros  grupos,  demostrando  tener  mucho 
menos  cantidad  de  grasa  subcutánea.  Lo  mismo  puede 
decirse  en  cuanto  al  nivel  sanguíneo  de  hemoglobina. 

El  colesterol  sanguíneo  más  alto  lo  encontramos 
en  el  grupo  de  los  ejecutivos  u hombres  de  empresa. 

Los  triglicéridos  más  altos  en  los  obreros. 

El  promedio  de  glicemia  fue  normal  en  los  cuatro 
grupos  estudiados,  pero  7 de  los  ejecutivos  (13  por 
ciento),  13  de  los  obreros  (24  por  ciento),  2 de  los 
estudiantes  de  escuelas  públicas  (3.7  por  ciento),  y 
ninguno  de  los  de  la  escuela  privada  presentaron  ci- 
fras de  glucosa  sérica  sobre  110  mg.  por  ciento. 

Uricemia  sobre  7 mg.  por  ciento  la  encontramos 
en  17  de  los  54  ejecutivos  (31  por  ciento),  en  12  de 
los  trabajadores  manuales  (22  por  ciento),  en  3 de 
los  estudiantrs  de  escuela  privada  (5.5  por  ciento), 
y en  4 de  los  estudiantes  de  escuelas  públicas  (7.4 
por  ciento). 

Cifras  sobre  20  mg.  por  ciento  de  urea  sérica 
fueron  halladas  en  4 de  los  hombres  de  empresa 
y en  ninguno  de  los  otros  tres  grupos. 

Encontramos -parásitos  intestinales  en  12  por  ciento 
de  los  obreros  y en  32  por  ciento  de  los  estudiantes 
de  escuelas  públicas,  pero  en  ninguno  de  los  otros 
dos  grupos. 

Pudimos  observar  dentaduras  perfectas  en  6 y po- 
siblemente 8 de  los  estudiantes  de  escuelas  públicas 
y en  ninguno  de  los  otros  tres  grupos.  La  peor  higiene 
dental  fue  la  de  los  trabajadores  manuales. 


Estudios  Cardiovasculares  en  Puertorriqueños 


Summary 

We  have  presented  a study  of  four  distinct  socio- 
economic groups  of  apparently  healthy  puerto  ricans. 

There  was  no  difference  in  weight  between  executives 
and  manual  laborers,  but  the  students  from  private 
school  weighed  more  than  those  of  public  schools. 

Executives  were  about  one  inch  taller  than  manual 
laborers,  and  students  from  private  school  were  nearly 
3 inches  taller  than  their  counterparts  from  public 
schools. 

Skin  fold  was  much  lower  in  the  group  of  students 
from  public  schools  than  in  any  of  the  other  three 
groups,  pointing  to  less  amount  of  subcutaneous  fat. 
Hemoglobin  was  also  lower  in  the  group  from  public 
schools. 

Executives  showed  the  highest  blood  cholesterol. 
Manual  laborers  showed  the  highest  triglycerides 
levels. 

Serum  glucose  of  over  110  mg.  per  cent  was  seen 
in  7 executives,  13  laborers,  2 students  from  private 
school  and  in  none  from  public  schools. 

Uric  acid  of  over  7 mg.  per  cent  was  observed 
in  17  executives,  12  laborers,  3 students  from  private 
school  and  4 students  from  public  schools. 

Blood  urea  nitrogen  of  over  20  mg.  per  cent  was 
seen  in  4 executives,  and  in  none  of  the  other  three 
groups. 

Stools  were  positive  for  intestinal  parasites  in  12 
percent  of  the  laborers  and  in  32  percent  of  the 
students  from  public  schools,  but  in  none  of  the  other 
two  groups  of  higher  socioeconomic  levels. 

Perfect  teeth  were  seen  in  6 and  possibly  8 of  the 
students  from  public  schools  and  in  no  other.  The 
worst  cases  of  poor  dental  hygiene  was  observed  among 
the  group  of  manual  laborers. 

Clínica  Mimiya,  Box  9655,  Santurce,  P.  R. 
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ESTUDIOS  CARDIOVASCULARES  EN  CUATRO 


GRUPOS  DE  PUERTORRIQUEÑOS  DE  DISTINTOS 
NIVELES  SOCIO  ECONOMICOS  EN  APARENTE 
BUEN  ESTADO  DE  SALUD 
II.  LOS  LLAMADOS  FACTORES  DE  RIESGO 


Hace  algún  tiempo  leimos  en  la  revista  “Time” 
que  después  de  hacer  un  reconocimiento  de  la 
salud  de  más  de  25,000  altos  funcionarios  con  un  pro- 
medio de  45  años  de  edad,  los  doctores  examinadores 
de  la  compañía  de  seguros  “New  York’s  Life  Extension” 
encontraron  que  solamente  el  20  por  ciento  gozaba  de 
una  salud  normal.  En  Chicago,  tres  doctores  reconocie- 
ron a 55  ejecutivos  de  menos  de  50  años  de  edad,  y 
descubrieron  que  solamente  3 estaban  libres  por  entero 
de  desórdenes  orgánicos.  De  300  altos  funcionarios 
de  la  compañía  “Standard  Oil”  de  New  Jersey  que  se 
presentaron  a reconocimiento  médico,  235  tenían  tras- 
tornos definitivos,  en  tanto  que  192  padecían  molestias 
que  tendrían  efectos  materiales  sobre  sus  vidas  de 
trabajo.  La  compañía  de  seguros  “The  American  Fide- 
lity and  Casualty  Co.”  llegó  a la  conclusión  de  que  el 
hombre  de  negocios  corriente  muere  seis  años  antes  de 
lo  normal. 

Porque  además  se  afirma  que  el  ejecutivo  u hombre 
de  empresas  sufre  de  enfermedades  del  corazón  con  ma- 
yor frecuencia  que  el  obrero  o trabajador  manual,  y 
porque  creemos  que  a través  de  los  hijos  podemos  llegar 
a hacer  medicina  preventiva  en  los  padres,  decidimos 
estudiar  un  número  igual  de  hombres  de  empresas,  de 
trabajadores  manuales,  de  estudiantes  de  escuela  supe- 
rior privada,  y de  estudiantes  de  escuelas  públicas. 
Estudiamos  54  sujetos  en  cada  uno  de  esos  4 grupos, 
haciendo  un  total  de  216.  Las  edades  de  los  dos  grupos 
de  hombres  fue  prácticamente  la  misma.  El  promedio 
en  ambos  fue  de  50  años.  En  los  jóvenes  estudiantes 
de  escuela  superior  privada  el  promedio  de  edad  fue  de 
16.8  años,  y para  los  estudiantes  de  escuelas  públicas 
fue  de  16.6  años. 


De  la  Fundación  de  Investigaciones  Clínicas  y del  Hospital 
Mimiya,  en  Santurce,  P.  R. 

Conferencia  dictada  en  “Memoria  del  Dr.  Pedro  Perea 
Fajardo”  el  día  30  de  octubre  de  1970,  en  Mayagiiez,  P.  R. 

Este  estudio  fue  posible  gracias  a un  donativo  que  mientras 
vivía  su  esposa  Doña  Lorencita,  nos  hiciera  el  Hon.  Gobernador 
de  Puerto  Rico,  Don  Luis  A.  Ferré. 


Ramón  M.  Suárez,  MD 
Ramón  M.  Suárez,  Jr.,  MD 

En  nuestra  investigación  pusimos  especial’  interés 
en  los  llamados  factores  de  riesgo.  Entre  ellos  están 
la  edad,  el  sexo,  la  profesión  u oficio,  la  herencia  o 
genética,  la  hipertensión  arterial,  la  obesidad,  la  dia- 
betes, la  configuración  del  cuerpo  o mesomorfismo, 
el  colesterol  y otros  lípidos,  el  arco  senil,  el  nivel 
sanguíneo  de  ácido  úrico  y de  magnesio,  el  cigarrillo, 
y el  llamado  “stress”  de  Seyie. 

El  Electrocardiograma: 

Se  le  tomaron  electrocardiogramas  en  reposo  y 
después  del  ejercicio  usando  el  método  del  Dr.  Arthur 
Master  a todos  los  216  sujetos. 

En  los  ejecutivos  encontramos  6 casos  de  bradicar- 
dia,  (Tabla  I)  y sólo  uno  de  taquicardia,  prolongación 
del  intervalo  P-R  o bloqueo  de  primer  grado  en  3, 
bloqueo  de  rama  derecha  en  2 casos,  bloqueo  de  rama 
izquierda  en  1 y conducción  intraventricular  prolon- 
gada en  2 casos.  Encontramos  desviación  axial  izquierda 
del  complejo  QRS  en  33  de  los  54  sujetos,  eje  eléctrico 
normal  en  21,  y desviación  axial  derecha  en  ninguno. 

La  prueba  de  esfuerzo  de  Master  fue  positiva  en  2. 
En  uno  de  ellos  apareció  un  bloqueo  transitorio  de 
rama  izquierda  y en  4 sujetos  la  prueba  resultó  dudosa. 

Entre  los  obreros  encontramos  10  casos  de  bradicar- 
dia  y ninguno  de  taquicardia.  Tampoco  encontramos 
ningún  caso  de  bloqueo  de  primer  grado,  sólo  un  caso 
de  bloqueo  completo  de  rama  derecha,  un  caso  de 
bloqueo  incompleto  de  rama  derecha  y ningún  caso 
de  bloqueo  de  rama  izquierda. 

En  cuanto  a la  desviación  axial  del  complejo  QRS 
en  su  plano  anteroposterior,  encontramos  30  desvia- 
ciones del  eje  a la  izquierda,  24  en  posición  normal 
y ninguno  con  desviación  axial  derecha. 

La  prueba  de  Master  fue  positiva  en  3 sujetos,  dudosa 
ep  3,  y podría  interesar  el  hecho  de  que  un  trazado 
anormal  en  reposo  se  tornó  normal  después  del  ejercicio. 

En  este  grupo  de  trabajadores  manuales  encontramos 
un  caso  de  Wolff-Parkinson-White  syndrome,  el  único 
observado  en  toda  la  serie. 

En  los  54  estudiantes  de  escuela  privada  encontramos 
11  casos  de  bradicardia,  ninguno  de  taquicardia,  y nin- 
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TABLA  I:  E C G 


Ejecutivos 

Número 

Obreros 

Escuela 

Pública 

Escuelas 

Privadas 

Bradicardia 

6 

10 

11 

10 

Taquicardia 

1 

0 

0 

1 

Bloqueo  1er.  Grado 

3 

0 

0 

0 

Bloqueo  Rama  Izquierda 

1 

0 

0 

0 

Bloqueo  Rama  Derecha 

2 

1 

0 

0 

Conducción  I.  V.  prolongada 

1 

0 

0 

0 

Desviación  Axial  Izquierda 

33 

30 

1 

10 

Desviación  Axial  Derecha 

0 

0 

0 

4 

Eje  Normal 

21 

24 

53 

40 

WP  W 

0 

1 

0 

0 

Master’s  Positivo 

2 

3 

0 

0 

Dudoso 

4 

3 

0 

0 

Bloqueo  Transitorio  Rama  Izquierda 

1 

0 

0 

0 

gún  caso  de  bloqueo. 

El  eje  eléctrico  del  complejo  QRS  fue  normal  en  53 
y sólo  1 demostró  desviación  axial  izquierda. 

La  prueba  de  Master  fue  negativa  en  todos  los  mucha- 
chos. 

Encontramos  bradicardia  en  10  de  los  estudiantes  de 
escuelas  públicas,  taquicardia  en  uno.  No  encontramos 
ni  un  solo  caso  de  ningún  tipo  de  bloqueo  y la  desvia- 
ción axial  de  QRS  fue  normal  en  40,  demostró  desvia- 
ción izquierda  en  10  y desviación  axial  derecha  en 

4. 

La  prueba  de  esfuerzo  de  Master  fue  negativa  en 
todos  los  casos. 

Comentarios: 

Los  estudios  electrocardiográficos,  aunque  no  reve- 
laron diferencias  muy  significativas  entre  los  distintos 
grupos,  nos  dieron  un  número  mayor  de  bloqueos  de 
rama  en  los  ejecutivos  que  en  los  obreros,  y un  número 
mayor  de  bradicardia  en  éstos  que  en  aquéllos. 

Los  estudiantes  de  escuela  superior  presentaron  prác- 
ticamente el  mismo  número  de  casos  de  bradicardia. 
La  única  diferencia  electrocardiográfica  observada  entre 
estos  dos  grupos  fue  un  número  mayor  de  desviación 
del  eje  eléctrico  del  complejo  QRS  hacia  la  izquierda 
en  los  jóvenes  de  escuelas  públicas  (10  casos),  que  en 
los  jóvenes  de  escuela  privada  (1  solo  caso). 

Habiendo  excluido  todas  las  posibles  causas  de 
bradicardia  sinusal  entre  los  cuales  mencionaremos 
la  ictericia  obstructiva,  el  mixedema,  la  conyalescencia 


de  ciertas  infecciones  agudas  como  la  influenza,  el 
aumento  de  la  presión  intracraneana,  seno  carotideo 
hiperactivo,  etc.,  nos  queda  como  causas  de  la  bradi- 
cardia la  vagotonia  y el  atletismo  (Cuadro  1). 

Muchos  de  los  estudiantes  practicaban  el  atletismo 
activamente,  y uno  de  las  escuelas  públicas  era  boxea- 
dor profesional. 

El  Electrocardiograma  en  los  Bradicárdicos: 

Entre  los  37  sujetos  con  bradicardia  encontramos 
prolongación  del  intervalo  P-R  de  0.24  de  segundo 
en  un  solo  caso,  y este  fue  uno  de  los  hombres  de  em- 


CUADRO  I:  CAUSAS  DE  BRADICARDIA 


1.  Ictericia  Obstructiva 

2.  Mixedema 

3.  Convalescencia  - Infecciones  - Influenza 

4.  Aumento  Presión  Intracraneana 

5.  Seno  Carotideo  Hiperactivo 

6.  Vagotonia 

7.  Atletismo 
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presa.  El  intervalo  QRS  fue  normal  en  todos  menos 
en  uno  de  los  estudiantes,  llegando  a 0.10  de  segundo. 
El  índice  QTc  no  pasó  de  0.9  en  ninguno  de  los  casos, 
y la  onda  T demostró  desviación  axial  izquierda  sólo 
en  1 1 de  los  37  casos. 

Esto  contrasta  con  los  hallazgos  informados  desde 
Bélgica  en  30  ciclistas  durante  un  período  de  compe- 
tencia atlética  *. 

Tensión  Arterial: 

Entre  los  ejecutivos  encontramos  sólo  dos  casos  de 
hipertensión  arterial.  Uno  tenía  180  sistólica  con  90 
diastólica,  y el  otro  150  sobre  100.  En  cambio, 
encontramos  8 casos  de  hipertensión  arterial  en  el 
grupo  ae  obreros,  y dos  de  ellos  con  cifras  altas: 
210  sobre  140,  y 190  sobre  120.  No  hallamos 
ningún  caso  de  hipertensión  arterial  en  ninguno  de 
los  dos  grupos  de  jóvenes  estudiantes. 

Capacidad  Vital: 

La  capacidad  vital  durante  el  primer  segundo  varió 
en  los  ejecutivos  u hombres  de  empresa  entre  1600 
y 4200  C.C.,  con  un  promedio  de  1970  c.c.  (Tabla  II). 
En  los  obreros  las  cifras  fueron  de  1500  a 3600  c.c., 
con  promedio  de  2485.  En  los  estudiantes  de  escuelas 
privadas  la  capacidad  vital  durante  el  primer  segundo 
varió  sobre  2700  a 4800  c.c.,  con  promedio  de  3705 
C.C.,  mientras  que  en  los  estudiantes  de  escuelas  pú- 
blicas la  cifra  más  baja  fue  de  2000  c.c.,  la  más  alta 
de  4300  C.C.,  y el  promedio  de  2968  c.c. 

Comentarios: 

A juzgar  por  esos  resultados,  el  sistema  respiratorio 
de  los  ejecutivos  parece  más  efectivo  que  el  de  los 
obreros  manuales,  y el  de  los  estudiantes  de  la  escuela 
privada  muy  superior  al  de  las  escuelas  públicas. 

Indice  Cardiotorácico: 

Aunque  el  método  no  es  muy  exacto  nos  puede, 
sin  embargo,  dar  una  idea  aproximada  del  tamaño 
del  corazón.  Si  el  diámetro  transverso  del  corazón 
es  más  de  un  50  por  ciento  del  diámetro  del  tórax 
medido  a nivel  del  diafragma  y por  dentro  de  las 
costillas,  indica,  o por  lo  menos  sugiere,  la  presencia 
de  un  corazón  hipertrofiado. 

De  acuerdo  con  ese  método,  ninguno  de  los  ejecu- 
tivos parecía  tener  un  corazón  agrandado,  pero  sí 
5 de  los  trabajadores  manuales,  uno  de  los  estudiantes 


* - Van  Gange,  W.,  et  al:  The  Electrocardiogram  of  athletes. 
Comparison  with  untrained  subjects.  Bri.  Heart  J.  32:  160, 
1970. 
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de  la  escuela  privada,  y 4 de  los  estudiantes  de  escuelas 
públicas. 

Comentarios: 

Encontramos,  por  lo  tanto,  más  evidencias  de  hiper- 
trofia cardiaca  en  los  dos  grupos  de  niveles  socio- 
económicos más  bajos. 

Herencia: 

Encontramos  historia  positiva  de  enfermedades  car- 
diovasculares en  los  abuelos,  padres,  o tíos  de  33  de 
los  ejecutivos,  18  de  los  obreros  manuales,  24  de  los 
estudiantes  de  escuela  privada,  y sólo  en  14  de  los 
estudiantes  de  escuelas  públicas. 

Comentarios: 

Aunque  los  números  son  muy  pequeños  para  asig- 
narles gran  importancia  estadística,  parecen  indicar 
que  el  factor  hereditario,  en  cuanto  a enfermedades 
cardiovasculares  se  refiere,  es  más  intenso  en  los 
grupos  de  nivel  socioeconómico  más  elevado  o como 
decimos  más  adelante  éstos  conocieran  mejor  a sus 
progenitores. 

Herencia  de  Diabetes: 

Encontramos  historia  de  diabetes  en  los  familiares 
cercanos  de  16  de  los  ejecutivos,  13  de  los  obreros, 
17  de  los  jóvenes  de  escuela  superior  privada  y 11  de 
las  escuelas  públicas. 

Comentarios: 

No  podemos  dar  mayor  importancia  a esos  datos, 
porque  tuvimos  la  impresión  que  los  dos  grupos  de 
niveles  socioeconómicos  más  altos  conocían  su  historia 
familiar  mucho  mejor  y con  más  exactitud  y detalles 
que  los  otros  dos  grupos. 

El  Cigarrillo: 

De  los  hombres  de  empresa,  35  no  fumaban  y 19 
sí.  Dos  de  estos  últimos  fumaban  cigarrillos  o puros. 
Entre  los  obreros,  27  no  fumaban,  24  fumaban  cigarri- 


TABLA  II:  CAPACIDAD  VITAL  - PRIMER 
SEGUNDO 


Mínima 

Máxima 

Promedio 

Ejecutivos 

1,600  c.c. 

4,200  c.c. 

2,970  c.c. 

Obreros 

1,500  c.c. 

3,600  c.c. 

2,485  c.c. 

Escuela  Privada 

2,700  c.c. 

4,800  c.c. 

3,705  c.c. 

Escuelas  Públicas 

2,000  c.c. 

4,300  c.c. 

2,968  c.c. 
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líos  y 3 fumaban  cigarros.  Estaban  divididos  27  a 
27.  En  la  escuela  privada  hallamos  32  no  fumadores 
y 22  fumadores,  mientras  que  34  de  los  muchachos 
de  las  escuelas  públicas  no  fumaban  y 20  sí  fumaban 
(Tabla  III). 

Comentarios: 

Puede  observarse  que  es  mayor  el  número  de  los  que. 
han  dejado  de  fumar  o que  nunca  fumaron  en  el  grupo 
de  hombres  de  empresa  que  en  los  demás  grupos. 

El  Arco  Senil: 

Encontramos  arco  senil  sólo  en  4 de  los  54  ejecutivos 
y en  15  de  los  obreros.  Muy  notable-  en  4 de  estos  úl- 
timos. Ninguno  de  los  jóvenes  estudiantes  presentó 
arco  senil  (Tabla  IV). 

Comentario: 

El  arco  senil  o arco  lipoídico  que  se  observa  con 
mayor  frecuencia  en  los  viejos,  se  ve  alguna  que  otra  vez 
en  jóvenes  y hasta  en  niños.  Se  compone  el  arco  senil 
de  substancias  grasosas,  fosfolípidos,  colesterol  y esteroi- 
des  que  han  sufrido  cambios  hialinos  en  el  limbo  y 
cerca  de  la  membrana  de  Descemet. 

En  un  reciente  estudio  llevado  a efecto  en  Bélgica  * 
entre  534  coronarianos  varones,  se  concluye  que  la 
frecuencia  y el  grado  de  intensidad  del  arco  senil 
están  asociados  a la  edad  y al  uso  prolongado  del 
alcohol  y no  a la  obesidad  ni  a ninguno  de  los  otros 
factores  considerados  como  riesgos  en  las  enfennedades 
de  las  arterias  coronarias. 

Nuestras  observaciones,  por  ser  su  número  tan  li- 
mitado, no  ayudan  a aclarar  el  posible  papel  que  juega 
el  alcohol  en  la  génesis  del  arco  senil.  Cuatro  de  los 
19  sujetos  con  arco  senil  negaron  ingerir  bebidas  al- 
cohólicas. Uno  era  pentecostés.  Otro  bebía  sólo  en 
Navidades,  uno  más  bebía  solo  cerveza  alguna  que  otra 
vez,  y el  último  ingería  licor  raras  veces  y socialmente. 
Entre  los  abstenios  había  un  hombre  de  60  años  de  edad 
que  presentaba  un  muy  marcado  arco  senil. 

Creemos  que  ninguno  de  nuestros  casos  podía  ca- 
talogarse como  alcohólico  crónico. 

Todos  hemos  visto  casos  graves  y hasta  fatales  de 
arteriosclerosis  en  cuyos  ojos  no  hemos  encontrado 
el  más  leve  vestigio  de  arco  senil.  En  cambio  creemos,  al 
contrario  de  los  autores  belgas,  que  el  arco  senil  es  rela- 
tivamente frecuente  en  casos  de  hiperlipoproteinemia 


TABLA  III:  CIGARRILLOS 


Fumaban 

Sí 

No. 

Ejecutivos 

19* 

35 

Obreros 

27** 

27 

Escuela  Privada 

22 

32 

Escuelas  Públicas 

20 

34 

* 2 fumaban  cigarros 

**  3 fumaban  cigarros 

TABLA  IV: 

ARCO  SENIL 

Presente 

Ausente 

Ejecutivos 

4 

50 

Obreros 

15 

39 

Escuela  Privada 

0 

54 

Escuelas  Públicas 

0 

54 

del  Tipo  II  de  Fredrickson,  que  son  los  más  predis- 
puestos a enfermedades  de  las  arterias  coronarias. 

El  Agua  Potable: 

Para  no  cansarlos  y no  alargar  innecesariamente  esta 
conferencia,  no  quise  hablarles  en  detalle  de  otro  de  los 
aspectos  del  problema  epidemiológico  que  nos  ha  inte- 
resado durante  los  últimos  años  y que  hemos  tratado 
de  estudiar. 

Me  refiero  específicamente  a la  posible  relación  que 
pudiera  existir  entre  la  mortalidad  por  enfennedades 
del  corazón  y la  calidad  o composición  del  agua  pota- 
ble. Sobre  todo  nos  ba  interesado  el  contenido  de 
Carbonato  de  Calcio. 

Por  ejemplo,  aquí  en  Mayagüez  el  agua  del  río 
Cañas  contiene  109  partes  de  Carbonato  de  Calcio 
por  millón,  y la  del  río  Yagüez  138  partes*.  En 
Ponce  hay  aguas  que  contienen  más  de  400  partes 
por  millón.  Me  refiero  a aguas  obtenidas  de  los 
pozos  profundos  de  Canas  y de  Morell  Campos,  mien- 
tras que  las  del  río  Portugués  contienen  sólo  158  partes 
por  millón. 


* Hickey,  N.,  Maurey,  B.  y Malcahy,  R.:  Arcos  Senilis,  its 

relation  to  certain  attributes  and  risk  factors  in  patients  with  Arnow,  Ted  y Crooks,  Janies  U.:  Public  Water  Supplies 

coronary  heart  diseases.  Brit.  Heart  Jour.  32.4:  449  (julio)  ' Geological  Survey  i,i  cooperation  with  the  Com- 

¡gjQ  monwealth  of  P.  R.  1960. 
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La  mortalidad  por  trombosis  coronaria  en  el  año 
1968  ascendió  en  Mayagüez  a una  tasa  de  123.5 
mientras  que  en  Ponce  fue  de  sólo  87.5  por  100, 000 
habitantes.  Las  cifras  más  altas  las  dieron  Humacao 
con  184.2,  Arecibo  con  157.1,  San  Juan  con  124.2 
y Mayagüez  con  123.5.  Las  más  bajas  fueron  las  de 
Aguadilla,  76;  Ponce,  87.5;  y (Juayama,  87.6.  ¿Cuál 
es  la  razón  para  tanta  diferencia  en  un  área  tan  pe- 
queña como  es  Puerto  Rico?  No  sabemos  la  contes- 
tación a esa  pregunta,  corno  no  se  .sabe  todavía  la 
relación  que  existe  entre  todos  los  llamados  factores 
de  riesgo  y la  ateroesclerosis,  y por  ende  la  trombosis 
coronaria. 

Comentarios: 

Conscientes  de  la  limitación  que  las  estadísticas 
de  mortalidad  tienen  en  nuestro  país,  al  igual  que 
en  otras  partes  del  mundo,  hemos  dado  esas  cifras 
con  natural  reserva  mental.  Nos  guía  sólo  el  deseo  de 
despertar  el  interés  en  esos  estudios  de  nuestra  eco- 
logía. 

Recientemente  Voors  **  basado  en  un  estudio 
epidemiológico  de  la  mortalidad  por  enfennedad  ar- 
terioesclerótica  del  corazón  llevado  a efecto  en  100 
de  las  más  grandes  ciudades  de  los  Estados  Unidos 
de  América,  cree  que  la  correlación  negativa  que  existe 
entre  la  pesadez  del  agua  de  acueductos  municipales 
y la  enfermedad  arteriosclerótica  del  corazón  podría 
explicarse  por  la  correlación  positiva  que  se  observa 
entre  la  pesadez  del  agua  y el  nivel  de  litio  en  ella. 
Aparentemente  el  litio  tiene  un  efecto  favorable  sobre 
cinco  de  los  factores  de  riesgo  que  predisponen  a la 
enfermedad  arterioesclerótica  y protege  contra  el  es- 
tímulo adrenérgico  que  pudiera  a través  del  “stress” 
de  Selye  actuar  sobre  los  factores  de  riesgo. 

Creemos  que  estudios  ecológicos  debieran  prose- 
guirse e intensificarse  en  nuestro  país,  y que  además 
del  carbonato  de  calcio  se  debieran  estudiar  los  niveles 
de  litio,  cromo,  magnesio,  selenio  y vanadio  en  las  aguas 
públicas  que  bebemos. 

Palabras  Finales 

De  lo  que  sí  estamos  convencidos  es  que  debemos 


* Datos  oficiales  del  Departamento  de  Salud  que  nos  facilitó 
el  Dr.  Hernández  Matos. 


**  Voors,  A.  W.:  “Lithium  in  the  drinking  water  and  atheros- 
clerotic heart  disease:  Epidemiologic  argument  for  protective 
effect”.  Am.  J.  Epid.  92,  3:  164-171,  1970. 
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seguir  estudiando  e investigando.  La  constancia,  la 
perseverancia  y el  esfuerzo  compensan  por  nuestras 
limitaciones  humanas. 

Estamos  convencidos  también  de  que  el  futuro  de 
la  cardiología  no  está  en  el  diagnóstico  y tratamiento, 
(ni  siquiera  en  los  transplantes)  sino  en  la  epidemio- 
logía y en  la  prevención. 

Según  Hans  Selye,  entre  los  factores  de  riesgo  más 
importantes  se  cuentan  las  tensiones,  y de  las  ten- 
siones las  peores  son  el  odio,  la  frustración  y la 
ansiedad. 

Creemos,  por  lo  tanto,  que  la  paz  mental  es  el  más 
útil,  el  más  eficaz  y el  más  inofensivo  de  los  anti- 
coagulantes. 

Resumen 

Hemos  presentado  algunos  datos  obtenidos  de  un 
estudio  practicado  en  cuatro  grupos,  de  54  sujetos 
cada  uno,  pertenecientes  a distintos  niveles  socio- 
económicos en  aparente  buen  estado  de  salud. 

El  electrocardiograma  reveló  un  número  mayor  de 
bloqueo  de  rama  en  los  hombres  de  empresa  que  en  los 
obreros,  y un  número  mayor  de  bradicardia  en  estos 
que  en  aquéllos.  No  hubo  diferencia  significativa 
entre  los  estudiantes  de  escuela  privada  y los  de  es- 
cuelas públicas,  pero  encontramos  10  casos  de  des- 
viación del  eje  eléctrico  del  complejo  QRS  hacia  la 
izquierda  en  los  jóvenes  de  escuelas  públicas  y sólo 

1 caso  en  los  de  la  escuela  privada. 

Entre  los  hombres  de  empresa  encontramos  sólo 

2 casos  de  hipertensión  arterial  y 8 entre  los  obreros 
manuales.  No  se  dio  un  solo  caso  de  hipertensión 
en  ninguno  de  los  dos  grupos  de  estudiantes. 

La  capacidad  vital  fue  más  alta  en  los  ejecutivos 
y en  los  estudiantes  de  la  escuela  privada,  que  en  los 
obreros  y estudiantes  de  escuelas  públicas. 

Encontramos,  a juzgar  por  el  índice  cardio-torácico, 

más  evidencia  de  hipertrofia  del  corazón  en  los  dos 
grupos  de  niveles  socioeconómicos  más  bajos  (obreros 
y estudiantes  de  escuelas  públicas). 

El  factor  hereditario  de  afecciones  cardiovasculares 
parece  jugar  un  papel  más  importante  en  los  dos  grupos 
de  nivel  socioeconómico  más  elevado. 

En  cuanto  a diabetes,  no  encontramos  diferencia 
significativa  entre  los  cuatro  grupos  estudiados. 

El  mayor  número  de  los  que  han  dejado  de  fumar 
o que  nunca  fumaron  se  halló  entre  los  ejecutivos. 

Encontramos  arco  senil  en  15  obreros,  pero  sólo 
en  4 de  los  ejecutivos  y en  ninguno  de  los  estudiantes. 

Damos  un  corto  resumen  de  datos  de  mortalidad 
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y su  posible  relación  con  la  composición  mineral 
(pesadez)  del  agua  de  los  acueductos  municipales,  y 
recomendamos  un  más  completo  y profundo  estudio 
de  nuestra  ecología.  En  cuanto  al  agua  potable  se  de- 
bería estudiar  no  solo  la  concentración  de  carbonato 
de  calcio,  sino  también  los  niveles  de  litio,  cromo, 
magnesio,  selenio  y vanadio. 

Summary 

We  have  reported  studies  on  four  groups  (54  in 
each)  of  apparently  healthy  native  puertorricans  of 
different  socioeconomic  levels. 

The  electrocardiogram  showed  more  cases  of  bundle 
branch  block  among  the  e.xecutives  than  among  manual 
laborers  and  a higher  number  of  bradycardia  among  the 
latter  than  among  the  former.  There  was  no  significant 
difference  among  the  students  of  private  and  public 
schools,  except  that  there  were  10  cases  of  left  axis 
deviation  of  QRS  complexes  in  the  group  of  public 
schools  and  only  1 case  in  the  group  of  private  school. 

Only  2 cases  of  arterial  hypertension  were  observed 
among  business  executives  and  8 cases  among  manual 
laborers.  No  case  of  hypertension  was  observed  among 
the  two  groups  of  students. 

There  was  higher  vital  capacity  in  business  executives 


and  students  from  private  school,  than  in  manual  la- 
borers and  students  from  public  schools. 

As  could  be  judged  from  cardiothoracic  indices,  there 
were  more  evidences  of  cardiac  hypertrophy  in  the  two 
groups  of  lower  socioeconomic  levels  (manual  laborers 
and  students  from  public  schools). 

The  hereditary  factor  apparently  played  a more 
important  role  in  the  two  groups  of  higher  socioecono- 
mic levels  as  far  as  cardiovascular  diseases  was  con- 
cerned. 

No  significant  difference  was  encountered  as  to 
diabetes. 

More  business  executives  had  stopped  smoking  or 
had  never  smoked  than  any  of  the  other  three  groups. 

Arci  senilis  was  observed  in  15  manual  laborers 
but  in  only  4 business  executives. 

A note  on  mortality  from  coronary  heart  disease 
in  the  variosu  regions  of  the  island  and  its  possible 
Gelation  to  the  hardness  of  the  municipal  water  supply 
is  given,  with  the  suggestion  that  a more  complete 
and  detailed  study  of  our  ecology  be  made,  including 
not  only  the  hardness  of  the  water  supply,  but  also 
together  with  the  amounts  of  calcium  carbonate,  the 
level  of  lithium,  chromium,  magnesium,  selenium  and 
vanadium. 
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OBSTRUCCION  INTESTINAL  NEONATAL 
ASOCIADA  CON  FIBROSIS  QUISTICA 


La  obstrucción  alta  del  tubo  digestivo  causada  por 
íleo  meconial  se  reconoce  como  la  complicación 
más  precoz  de  la  enfennedad  fibroquística  (1).  Esta 
entidad  que  basta  la  fecba  se  ba  encontrado  con  par- 
ticular frecuencia  entre  sujetos  de  linaje  europeo  en  los 
Estados  Unidos,  tiene  incidencia  de  1 por  cada  2,000 
nacidos  vivos.  Esta  condición  metabólica  de  las  glán- 
dulas exocrinas  ise  desconocía  en  Puerto  Rico  basta 
el  1955,  cuando  Colón  Rivera  (2)  describió  los  prime- 
ros 5 casos  encontrados  en  autopsia;  desde  entonces 
se  han  reportado  22  más  en  el  Hospital  Universitario, 
Escuela  de  Medicina  de  la  Universidad  de  Puerto 
Rico  (3). 

Aquí  expondremos  las  experiencias  clínicas,  los 
hallazgos  quirúrgicos  y patológicos  de  dos  pacientes 
con  obstrucción  intestinal  y enfermedad  fibroquís- 
tica. 

Datos  Clínicos 

Paciente;  R.C.I. 

Bebé  de  1980  gramos  nacido  a las  40  semanas  de  gestación 
de  una  madre  secundigrávida,  secundípara  en  el  Centro  de 
Salud  de  Naranjito  el  9 de  febrero  de  1969.  De  acuerdo 
con  el  historial  clínico,  el  embarazo  fue  normal.  El  parto 
fue  espontáneo  y sin  complicaeiones.  A las  dos  horas  de 
vida  el  paciente  desarrolló  vómito  verdoso  y continuo,  y 
por  tal  razón  fue  referido  al  Hospital  Universitario. 

A su  ingreso  en  el  hospital  se  reconoció  lo  siguiente: 
Peso  1900  gramos,  largo  17  pulgadas,  temperatura  35  C, 
bebé  pequeño  para  su  edad  gestacional  con  marcada  disten- 
ción abdominal,  hipotérmico  y con  cianosis  de  las  extremi- 
dades. A la-  palpación  del  abdomen  se  encontró,  en  el  epi- 
gastrio una  masa  movible  de  3 cms.  de  diámetro.  A la 
auscultación  no  había  sonidos  peristálticos. 

Las  pmebas  de  laboratorio  demostraron  lo  siguiente;  ni- 
trógeno uréico  en  sangre  21.8  mg  por  ciento,  sodio  128 
meq/L,  potasio  4.2  meq/L,  cloro  100  meq/L,  glucemia  46.5 
mg  por  ciento,  Hb  12.2  g.  por  ciento  Recuento  de  leuco- 
citos 12,000/mm,  PH  7.5  PCO2  - 56  mm  Hg,  exceso  de 
base  23  meq/L. 

Se  inició  el  siguiente  tratamiento;  líquidos  por  vía  endo- 
venosa, oxígeno  al  30  por  ciento  de  concentración  y succión 
gástrica  continua.  El  paciente  continuó  en  estado  tóxico 
con  distención  abdominal  y vómitos.  La  radiografía  del 
abdomen  demostró  distención  estomacal,  con  ausencia  de 


Pedro  M.  Mayol,  MD 
Marta  Valcárcel,  MD 
Pilar  Aliaga,  MD 


aire  en  el  resto  del  intestino. 

A las  20  horas  de  vida,  el  bebé  seguía  igual  sin  pasar 
meeonio  y se  decidió  operarle. 

Los  hallazgos  quirúrgicos  fueron  los  siguientes;  distención 
del  estómago  y del  duodeno  hasta  el  ligamento  de  Treitz. 
El  duodeno  terminaba  en  un  asa  ciega.  El  yeyuno  estaba 
necrótico,  retorcido  igual  que  el  íleon  y había  indicios  de 
microcolon.  El  cirujano  decidió  hacer  un  anastomosis  termino- 
terminal  (una  duodenoileostomia)  después  de  haber  resecado 
el  tejido  muerto. 

Postoperatoriamente  el  paciente  continuó  hipoactivo  y de- 
sarrolló angustia  respiratoria.  Se  mantuvo  en  una  terapéutica 
de  ampicilina  100  mg/kg,  colistina  2.5  mg/Kg  y se  le  administró 
una  transfusión  de  sangre  integral.  A pesar  del  tratamiento 
médicoquirúrgico,  el  paciente  murió  a las  80  horas  de  vida. 

El  examen  patológico  demostró  peritonitis  aguda,  estado 
postoperatorio  de  atresia  duodenal  con  resección  de  intestino 
delgado  y una  duodenoileostomia,  hipoplasia  pulmonar  bila- 
teral y enfermedad  fibroquístiea  con  cambios  característicos 
en  el  pancreas  y los  pulmones. 

Paciente:  R.G.A. 

Bebé  de  3033  gramos  nacido  en  el  Hospital  Universitario 
de  una  madre  grávida  once.  Para  nueve.  Aborto  uno,  a las 
41  semanas  de  gestación.  El  bebé  nació  espontáneamente, 
en  un  parto  vaginal,  pero  se  encontró  líquido  amniótico  coh 
meeonio.  La  evaluación  Apgar  fue  de  6 en  un  minuto,  de  8 
a los  5 minutos.  No  había  mención  de  polihidramnios  en  el 
historial  obstétrico.  Al  admitirse  al  Servicio  de  Recién  Nacidos, 
el  examen  físico  demostró  un  bebé  a término  con  hidrocele 
en  el  lado  derecho. 

A las  12  horas  de  edad  el  hebé  desarrolló  distención  ab- 
dominal y vómitos.  Se  obtuvo  105  centímetros  cúbicos  de 
secreciones  claras  por  aspiración  gástrica.  Se  observó  que 
había  ondas  peristálticas. 

La  radiografía  del  abdomen  (figura  1)  demostró  disten- 
ción de  asas  de  intestino  delgado  con  niveles  de  h'quido. 
La  enema  balitada  ( figura  2)  demostró  mierocolon. 

Las  pruebas  de  laboratorio  arrojaron  los  siguientes  resul- 
tados. Hb  16.5  gm  por  ciento,  hematocrito  46.5  mm,  re- 
cuento de  leucocitos  3,850/mm,  segmentados  45  por  ciento 
linfocitos  53  por  ciento,  monocitos  2.  Determinación  de 
gases  arteriales;  pH  7.46,  PCO2  20  mm  Hg,  PO2  71  mm 
Hg,  HCO3  13.5  meq/L,  exceso  de  base  8 meq/L.  Potasio 
5.5  meq/L,  nitrógeno  uréieo  en  sangre  33  mg  por  ciento. 

Se  llevó  a cabo  una  intervención  quirúrgica  a las  20 
horas  de  edad.  El  estómago  estaba  distendido,  el  íleon 
terminaba  en  un  asa  ciega  a 60  centímetros  del  píloro,  y se 
podía  observar  un  microcolon  Ueno  de  meeonio  viscoso. 
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Fig.  1:  Radiografía  del  abdomen  demuestra  distención  de 
las  asas  del  intestino  con  niveles  de  líquido. 


Fig.  2;  Enema  baritada  en  posición  lateral  demuestra  micro- 
colon. 


El  asa  ileal  estaba  perforada.  Se  resecó  el  intestino  delgado 
y se  hizo  una  anastomosis  temiinotenninal  (yeyunoileostomia). 
Después  de  la  intervención  se  mantuvo  al  paciente  bien  hidra- 
tado y en  succión  continua.  Su  condición  fue  satisfactoria 
por  doce  horas.  A las  32  horas  de  edad,  desarrolló  distención 
abdominal  con  rigidez  marcada  y angustia  respiratoria.  Tuvo 
episodio  súbito  de  apnea  y murió  a las  68  horas  de  edad. 

El  examen  patológico  demostró  peritonitis  aguda,  atresia 
yeyunal  con  una  yeyunoilesotomia,  enfermedad  fibroquística 
con  cambios  característicos  en  el  páncreas,  hígado,  pulmones 
e intestino. 

Discusión 

Los  antecedentes  clínicos  y el  reconocimiento  ini- 
cial de  estos  pacientes  sugerían  obstrucción  intestinal. 
El  estudio  radiográfico  y la  exploración  quirúrgica 
confirmaron  el  diagnóstico  al  demostrar  atresia  del 
duodeno  en  el  primer  caso  y del  íleon  en  el  segundo. 
El  examen  patológico  confirmó  la  presencia  de  enfer- 
medad fibroquística  en  ambos. 

En  el  período  neonatal,  la  obstrucción  intestinal 
es  causada  usualmente  por  condiciones  congénitas  (1). 
Su  diagnóstico  definitivo  depende  que  tengamos  un 


índice  alto  de  sospecha.  Es  necesario  que  el  clínico 
esté  alerta  a varios  síntomas  y hallazgos  clínicos  que 
sugieran  el  diagnóstico,  tales  como  vómitos,  distención 
abdominal,  o falla  en  pasar  meconio  durante  las  primeras 
36  horas  de  vida. 

Se  itnpone  el  interrogar  cuidadosamente  a los  fami- 
liares. En  los  antecedentes  familiares,  hay  que  eliminar 
cualquier  posibilidad  de  fibrosis  quística.  De  existir 
algún  dato  que  sugiera  ese  diagnóstico  el  médico  debe 
estar  alerta  al  hecho  de  que  una  de  las  causas  de  obs- 
trucción intestinal  es  la  fibrosis  quística.  Es  ésta  una 
enfennedad  metabólica  generalizada  de  las  glándulas 
exocrinas  que  se  hereda  recesivamente  y no  es  ligada 
al  sexo.  Se  calcula  que  cerca  de  un  10  por  ciento  de  los 
pacientes  con  fibrosis  quística  sufren  obstrucción  intes- 
tinal por  meconio  durante  el  período  neonatal.  Esta 
obstrucción  es  causada  {)or  el  meconio  viscoso  (jue  es 
diferente  en  propiedades  físicas  y químicas  del  meconio 
de  bebés  saludables.  Creen  reportó  una  concentración 
alta  de  proteínas  .séricas,  mayormente  albúmina,  en 
meconio  obtenido  de  pacientes  con  íleo  meconial  y de 
pacientes  con  fibrosis  (juística  (4,  5). 
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Algunos  observadores  han  creído  que  la  atresia 
intestinal  en  casos  de  fibrosis  (juística  se  debe  a que  el 
tapón  de  meconio  obstruye  el  eanal  durante  la  etapa 
embrionaria  e interfiere  con  la  recanalización  del  tracto 
digestivo.  Pero  como  en  estos  pacientes  se  han  encontra- 
do células  escamosas  en  el  tracto,  y peritonitis  por 
meconio,  lo  cual  demuestra  que  el  accidente  ocurrió 
una  vez  formado  el  tubo  digestivo,  esa  teoría  ha  sido 
descartada.  La  explicación  más  aceptada  es  que  la  atre- 
sia intestinal  es  conseeuencia  de  un  insulto  vascular  que 
afecta  la  irrigación  sanguínea  mesentériea. 

Las  causas  de  obstrucción  intestinal  eongénita  (Tabla 
I)  por  causas  intrínsecas  tales  como  atresias  y estenosis 
es  seeundaria,  por  lo  general,  a insultos  vasculares  intra- 
uterinos. La  estenosis  hipertrófica  pilórica  se  mani- 
fiesta en  el  período  neonatal  tardío. 

Las  causas  extrínsecas  como  malrotación,  vólvulo  sin 
rotación,  hernias,  páncreas  anular  y bandas  congénitas 
y duplicaciones  se  deben  a una  cesaeión  del  desarrollo 
normal. 

Otra  de  las  condiciones  a considerarse  es  la  de 
aganglionosis  por  sí  sola  o acompañada  de  íleo  meeonial. 
Gillis  et  al  (6)  han  reportado  2 infantes  con  aganglio- 
nosis que  inicialmente  tuvieron  íleo  meeonial.  En  todo 
paciente  con  íleo  meeonial  debe  excluirse  la  posibilidad 
de  que  haya  enfermedad  de  Hirschprung.  Si  el  clínico 
falla  en  hacer  el  diagnóstieo  ello  tendría  eonsecuencias 
fatales  para  el  paciente. 

Ileo  paralítico  en  sepsis  es  otro  de  los  diagnósticos 
a considerarse  en  el  bebé  recién  nacido  con  cuadro  de 
obstrucción  intestinal.  En  estos  casos  la  radiografía 
del  abdomen  demostrará  distención  intestinal  genera- 
lizada y nos  ayudará  con  el  diagnóstico. 

Los  bebés  recién  nacidos  pueden  también  desarrollar 
obstnicción  intestinal  funcional  transitoria,  sin  íleo 
por  meconio,  en  caso  de  angustia  respiratoria.  Dumn 
informó  en  el  1963  una  incidencia  de  1 en  5,000 
nacimientos  vivos  en  Inglaterra  (7). 

Los  cambios  radiológicos  del  íleo  meeonial  fueron 
descritos  por  Newhausser  (8).  Consisten  de  la  dilatación 
de  las  asas  intestinales  con  meconio  y aire,  y de  niveles 
mi'dtiples  de  líquido  sin  indicios  de  gas  en  el  colon. 
La  radiografía  ya  descrita  demuestra  estos  hallazgos. 
Es  necesario  aclarar  que  esos  signos  radiológicos  tam- 
bién pueden  encontrarse  en  otros  casos  de  obstrucción 
intestinal,  como  bandas,  hernias  internas,  etc. 

Cuando  se  sospeche  fibrosis  quística  en  el  recién 
nacido  el  diagnóstico  se  confirmará  por  determinación 
de  cloruros  en  el  sudor  (9).  La  concentración  del  clo- 
ruro en  el  sudor  del  recién  nacido  es  más  alta  que  en  los 
infantes.  Mayol,  Rodríguez  y González  encontraron 


TABLA  I:  CAUSAS  DE  OBSTRUCCION  IN 
TESTINAL  DEL  RECIEN  NACIDO 


I - Mecánicas 
A - Congénitas 

1.  Intrínsecas 

a)  Atresia 

b)  Estenosis 

c)  Estenosis  hipertrófica  pilórica 

d)  Tapón  de  meconio 

2.  Extrínsecas 

a)  Malrotación 

b)  Vólvulo  sin  rotación 

c)  Hernia  encarceradas 

d)  Pancreas  anulares 

e)  Bandas  congénitas  peritoneales 

f)  Duplicaciones 

B - Adquiridas 

1.  Invaginación 

2.  Adherencias  peritoneales 

II-  Neurogénicas 
A - Aganglionosis 
B - Ileo  paralítico  - sepsis 


Fig.  3.  Examen  microscópico  del  ileón  presenta  un  aumento 
en  las  glándulas  mucosas  con  acumulación  de  secreciones 
acidofílicas. 
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Fig.  4:  Examen  microscópico  del  pancreas  demuestra 
fibrosis  intralobular  e intraacinoso,  con  alteración  de  la  ar- 
quitectura normal. 


que  la  concentración  normal  del  cloruro  en  el  sudor 
del  bebé  recién  nacido  es  de  56  meq/L  con  una  desvia- 
ción standard  de  ± 15.  Luego,  a las  4 semanas  de 
vida  la  concentración  es  de  25  meq/L.  Se  considera 
anonnal  durante  el  período  neonatal  una  concentra- 
ción sobre  90  meq/L  (10). 

En  el  examen  patológico  de  los  intestinos  (figura  3) 
de  los  pacientes  con  obstrucción  intestinal  asociada 
a fibrosis  quística  se  observa  perforación  y gangrena 
del  intestino  delgado  acompañado  por  peritonitis.  En 
el  examen  microscópico  el  intestino  delgado  presenta 
acumulación  de  secreciones  acidofílicas  en  la  luz  de 
las  glándulas  mucosas. 

En  el  páncreas  (figura  4)  la  enfermedad  se  manifies- 
ta como  fibrosis  intralobular  e intraacinoso,  con  altera- 
ción de  la  arquitectura  normal;  en  casos  severos  quedan 
solo  las  islas  de  Langerhan  en  el  tejido  fibroadiposo. 
Los  ductos  pancreáticos  se  encuentran  dilatados  con 
secreciones  inspisadas. 

El  examen  microscópico  del  hígado  (figura  5)  demos- 
trará dilatación  de  los  canalículos  biliares  con  secre- 


Fig. 5:  Examen  microscópico  del  hígado  demuestra  dila- 
tación de  los  canalículos  biliares  con  secreciones  inspisadas. 

ciones  inspisadas. 

El  examen  de  los  bromjuios  (figura  6)  señalará  gran 
prominencia  de  las  glándulas  mucosas. 

Si  el  paciente  sobrevive  el  período  neonatal,  el  pro- 
nóstico es  variable  y depende  de  la  gravedad  de  su  enfer- 
medad y de  qué  órganos  están  afectados. 

La  colaboración  entre  el  cirujano  y el  pediatra  con 
técnicas  modernas  de  terapia  pennite  mejorar  la  sobre- 
vivencia de  estos  recién  nacidos  con  obstrucción  intes- 
tinal. El  diagnóstico  precoz  es  factor  muy  favorable 
para  el  pronóstico  del  paciente  ya  que  así  se  evita  la 
peritonitis,  la  necrosis  del  mesenterio  y el  desequilibrio 
electrolítico  y el  shock. 

El  tratamiento  en  casos  de  íleo  meconial  ha  variado 
durante  los  últimos  años.  Algunos  investigadores  han 
infonnado  casos  en  los  cuales  se  administra  una  solu- 
ción de  agua  oxigenada  y salina  por  vía  rectal  (11). 
Nosotros  no  la  recomendamos  ya  que  las  burbujas 
de  aire  pueden  absorberse  y causar  embolias  gaseosas 
(12).  Simpson  ba  reportado  un  tratamiento  similar 
en  el  que  sustituye  el  agua  oxigenada  por  una  solución 
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Fig.  6:  Examen  de  los  bronquios  señala  gran  prominen- 
cia de  las  glándulas  mucosas. 


No  obstante  estos  intentos,  es  pobre  el  pronóstico 
de  pacientes  con  obstrucción  intestinal  secundaria  a 
enfermedad  fibroquística,  y su  sobrevivencia  en  el 
período  neonatal  es  baja. 

En  resumen  hemos  expuesto  la  experiencia  clínica, 
los  hallazgos  quirúrgicos  y patológicos  de  dos  pacientes 
con  obstrucción  intestinal  y enfermedad  fibroquística. 
Las  diferentes  teorías  sobre  la  patogénesis  de  atresia 


intestinal  secundaria  a enfermedad  fibroquística  han  sido 
presentadas. 

Apartado  44,  Hato  Rey,  Puerto  Rico,  00919 
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PHARMACOLOGIC  ACTIONS  AND  CLINICAL 
USES  OF  CEPHALOSPORINS 


The  cephalosporins  are  a group  of  antibiotics 
produced  by  a fungus,  Cephalosporium  acre- 
monium,  first  discovered  by  Brotzu,  an  Italian  mi- 
crobiologist from  the  sewage  effluent  in  Sardinia. 
Among  this  group  of  antibiotics,  cepbalosporin-C  has 
been  investigated  most  thoroughly  and  several  semi- 
synthetic  derivatives  have  been  produced  for  clinical 
use  (1-12).  The  chemical  stnicture  of  cephalosporin-C 
is  made  up  of  a nucleus  called  7-aminocephalosporanic 
acid  which  consists  of  a 6 memhered  dehydrothiazine 
ring  connected  to  a heta-lactam  ring.  This  cephalos- 
porin-C nucleus  has  a similar  structure  to  the  peni- 
cillins except  that  the  penicillin  nucleus  (6-amino- 
penicillinic  acid)  consists  of  a 5 memhered  thiazoli- 
dine  ring,  attached  to  the  heta-lactam  ring  (Fig.  1). 
Pharmacologically,  the  cephalosporins  exert  its  anti- 
microbial effect  by  inhibiting  bacterial  cell  wall  syn- 
thesis and  are  considered  to  he  bactericidal  drugs. 

There  are  four  cephalosporin  derivatives  available 
for  clinical  use  (2).  Cephalothin  and  cephaloridine 
are  only  useful  when  given  by  parenteral  routes  because 
they  are  inactivated  in  the  gut  from  oral  administra- 
tion. Cephaloglycin  and  cephalexin  can  he  adminis- 
tered by  the  oral  route.  Their  structural  formulas 
are  depicted  in  Figure  2. 

Bacterial  Spectrum 

Most  gram-positive  organisms  such  as  pneumococci, 
beta-hemolytic  streptococci.  Streptococcus  viridans,  pe- 
nicillin sensitive  or  penicillin  resistant  staphylococci, 
diphtheria  bacilli  and  (dostridurn  welchii  are  sensitive 
to  these  cephalosporins  (4,  7).  However,  for  organisms 
like  pneumococci  and  beta-hemolytic  streptococci  who 
are  exquisitely  sensitive  to  penicillin,  penicillin  G should 
be  the  drug  of  first  qhoice  in  treating  non-allergic  pa- 
tients with  such  infections. 

In  addition  to  the  gram-positive  organisms  which  are 
sensitive  to  cephalosporins,  many  gram-negative  orga- 
nisms such  as  most  strains  of  E.  coli,  Proteus  mirahilis, 
gonococci,  and  nonmotile  strains  of  Klehsiella-Entero- 
hacter  are  moderately  sensitive  to  cephalosporins  and 
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these  agents  may  he  used  effectively  against  them. 
Other  organisms  such  as  pseudomonas,  indol  positive 
proteus  species,  enterococci  and  the  motile  strains  of 
Klehsiella-Enterohacter  are  resistant  to  cephalosporins 
and  we  do  not  expect  these  drugs  will  he  effective 
against  them  (Table  1). 


Clinical  Pharmacology  of  Cephalothin  and  Ce- 
phaloridine 

From  the  clinical  pharmacology  point  of  view,  intra- 
muscular injection  of  0.5  or  1.0  gm  of  cephalothin  to 
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Fig.  1:  Chemical  structures  of  cephalosporins. 
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an  adult  will  result  in  a peak  serum  concentration 
of  10  and  20  micrograms  per  ml.  respectively  within 
15-30  minutes  after  injection  (2,  13).  The  serum 
half-life  of  cephalothin  is  about  30  minutes.  At  two 
hours  after  injection,  the  serum  level  will  be  about 
half  the  peak  level  and  at  four  hours  only  very  little 
cephalothin  is  left  in  the  serum.  Cephalothin  is  ex- 
creted by  the  renal  tubules  and  has  low  toxicity  to 
the  kidney.  Administration  of  probenecid  to  patients 
will  elevate  the  serum  concentration  of  cephalothin. 
Cephalothin  passes  readily  into  most  body  tissues  and 
high  concentrations  have  been  observed  in  the  skin, 
muscle,  heart,  liver,  spleen  and  kidney.  However, 
cephalothin  does  not  cross  well  the  blood-brain  barrier 
of  normal  individuals  to  get  into  the  central  nervous 
system.  In  patients  with  meningitis  in  which  the 
meninges  are  inflammed  we  can  expect  about  50-75 
percent  of  concomitant  serum  levels  of  cephalothin 
be  found  in  the  spinal  fluid  (14,  15).  The  clinical 
pharmacology  for  cephalothin  in  infants  and  children 
is  essentially  similar  to  adults.  In  newborns  and 
children  is  essentially  similar  to  adults.  In  newborns 
and  premature  infants,  renal  excretion  of  cephalothin 
is  much  slower  and  detectable  levels  of  this  antibiotic 
can  be  observed  12  hours  after  injection. 

Intravenous  administration  of  cephalothin  will  re- 
sult in  a high-peak  serum  concentration  within  half 
an  hour.  By  the  4th  or  the  6th  hour  only  very  low 
detectable  levels  will  remain.  It  should  be  noted  that 
cephalothin  is  a sodium  salt  and  there  are  55  mg.  of 
sodium  ion  per  gram  of  cephalothin.  Therefore,  if 
large  doses  of  this  drug  is  to  be  given  to  patients  with 
edema  and  cardiac  failure,  the  possibility  of  overloading 
the  patient  with  sodium  should  be  considered.  Ce- 
phalothin is  somewhat  irritating.  Patients  do  complain 
of  pain  at  the  local  site  of  intramuscular  injection. 
Phlebitis  may  occur  in  patients  receiving  large  doses 
of  cephalothin  intravenously  over  a period  of  several 
days. 

In  contrast  to  cephalothin,  cephaloridine  is  relatively 
painless  when  given  intramuscularly  to  patients.  It 
also  differs  from  cephalothin  in  that  it  is  a betaine  or 
an  internal  salt  which  does  not  require  sodium  or  potas- 
sium in  its  formulation.  Therefore,  it  has  the  advantage 
of  not  overloading  patients  with  cations  if  this  is 
contraindicated  clinically. 

After  intramuscular  injection  of  a single  dose  of 
cephaloridine,  the  peak  serum  level  occurs  in  30-60 
minutes,  but  intravenous  administration  may  give  a peak 
concentration  in  about  15  minutes.  The  serum  half-life 
of  cephaloridine  is  about  90  minutes.  In  general,  the 
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TABLE  I:  BACTERIAL  SPECTRUM  OF  CE- 
PHALOSPORINS 


Sensitive  Organisms: 

Pneumococci,  (ihemolytic  streptococci.  Streptococcus 
viridans. 

Penicillin  .sensitive  or  resistant  stapholococci, 
Corynebacterium  diphtheriae,  Clostridium  welchii. 

Moderately  Sensitive  Organisms: 

Most  strains  of  E.  coli,  Proteus  mirabilis.  Gonococci, 
Klebsiella-Enterobacter  ( non-motile  strains). 

Resistant  Organisms: 

Pseudomonas,  Indol  positive  proteus  species.  Enterococci, 
Klebsiella-Enterobacter  (motile  strains). 


TABLE  II:  CLINICAL  PHARMACOLOGY 
OF  CEPHALOSPORINS 


Cephalothin 

Cephaloridine 

I.  M.  Peak  Level 

15-30  min. 

30-60  min. 

Semm  Half-life 

30  min. 

90  min. 

Duration  in  Semm 

2-4  hrs. 

6-9  hrs. 

Excretion 

renal  tubules 

glomemU  + 
tubules 

Protein  Binding 

55-60  percent 

low 

Cation  concentration 

55  mg  Na+/Gm 

None-Betaine, 
a neutral  salt 

Renal  Toxicity 

low 

Considerable 

peak  levels  of  cephaloridine  are  almost  double  those 
observed  with  cephalothin  when  the  same  dose  is  given. 
The  decline  of  serum  cephaloridine  concentrations  is 
much  more  gradual  and  significant  concentrations  still 
persist  at  6 hours  after  a single  injection.  Excretion 
of  the  drug  is  primarily  through  the  glomeruli  but  some 
tubular  excretion  is  also  present.  Probenecid  only  causes 
modest  increase  in  the  serum  levels.  Cephaloridine  does 
possess  some  nephrotoxicity.  Severe  acute  renal  failure 
to  tubular  necrosis  has  been  reported  in  some  patients 
who  have  high  doses  of  cephaloridine.  At  the  present 
moment,  the  recommendation  is  that  cephaloridine 
should  not  be  given  in  excess  of  4 grams  per  day.  In 
patients  with  suspected  impairment  of  renal  function, 
they  should  be  kept  under  close  clinical  observations 


99 


Volumen  63 
Núm.  4 


Chien  Liu,  MD 


TABLE  III:  RECOMMENDED  DOSAGES  FOR  CEPHALOSPORINS 


Cephalothin 

Cephaloridine 

Cephaloglycin 
(Urinary  Infection) 

Cephalexin 

Usual  Doseles: 

Adults 

0.5-1. 0 Grn  q4-6h 

0.25-0.5  Gm  q6-8h 

0.25-0.5  Gm  q6h 

0.25-0.5  Gm  q6h 

Children 

10.20  nig/kg  q4-6h 

10-15  mg/kg  q6-8h 

6-12  mg/kg  q6h 

6-12  mg/kg  q6h 

Severe  Infections: 

Adults 

Children 

2-3  Gm  q3-4h 

1 Gm  q6h 

(maximum  4 Gm/day) 

— 

— 

Children 

30-60  mg/kg  q3-4h 

15-25  mg/kg  q6h 

... 

... 

when  cephaloridine  is  given.  No  patient  with  azotemia 
should  receive  cephaloridine.  The  essential  features  of 
clinical  pharmacology  of  the  cephalothin  and  cepha- 
loridine are  listed  in  Table  II. 

Clinical  Uses  of  Cephalothin  and  Cephaloridine 

Both  cephalothin  and  cephaloridine  are  bactericidal 
drugs  and  they  should  be  used  for  the  treatment  of 
serious  infections  due  to  susceptible  organisms  (5,  6,  9, 
16,  17).  Since  most  gram-positive  cocci  are  sensitive 
to  the  cephalosporins  including  the  penicillin  resistant 
staphylococci,  these  two  drugs  are  valuable  in  treat- 
ment of  pneumonia,  septicemia,  meningitis,  endocar- 
ditis, and  osteomyelitis.  For  patients  having  subacute 
bacterial  endocarditis  with  congestive  heart  failure, 
cephaloridine  may  have  a beneficial  effect  because 
it  is  a neutral  salt  and  does  not  contain  either  sodium 
or  potassium  ions.  Since  the  susceptibility  of  gram- 
negative organisms  to  cephalosporins  is  variable,  the 
use  of  cephalothin  and  cephaloridine  should  be  limited 
to  those  organisms  that  are  sensitive  to  them.  Most 
of  the  clinical  isolates  of  Escherichia  coli  and  Proteus 
mirahilis  are  sensitive  to  cephalosporins  and  they  may 
be  used  for  treatment  of  systemic  as  well  as  urinary 
infections  due  to  these  organisms.  For  the  Klehsiella- 
Enterohacter  organisms,  only  the  nonmotile  strains 
are  sensitive  (IB).  Bacteriologic  identification  of  these 
organisms  should  he  done  before  cephalothin  or  ce- 
phaloridine is  prescribed.  It  has  been  reported  that 
susceptible  Klebsiella  strains  causing  pneumonias  have 
responded  well  to  high  doses  of  100-200  rng/kg/day 
of  cephalothin.  For  resistant  organisms  such  as  pseudo- 
monas and  indolpositive  proteus  species  and  other 
gram-negative  organisms,  the  cephalosporins  should  not 


be  used.  In  treatment  of  early  syphilis  or  gonorrhea 
when  penicillin  is  contraindicated,  cephaloridine  may 
be  used  (19-22). 

As  the  chemical  structure  of  cephalosporins  is  dif- 
ferent from  the  penicillins,  they  have  been  used  in  pa- 
tients with  penicillin  hypersensitivity  without  ill  effect. 
However,  cephalosporin-C  derivatives  should  be  used 
wfth  great  caution  in  penicillin  sensitive  patients  (23- 
25).  There  is  clinical  and  laboratory  evidence  of  some 
cross  allergenicity  of  the  cephalosporins  and  the  peni- 
cillins. In  small  percentage  of  patients  receiving 
cephalosporins,  urticaria,  skin  rash,  eosinophila,  leuko- 
penia, elevations  of  transaminase  have  been  reported. 
Coomb’s  positive  hemolytic  anemia  has  also  been 
described  in  patients  receiving  cephalothin,  or  cepha- 
loridine therapy  (7,  26).  As  with  other  potent 
l)actericidal  drugs,  the  use  of  cephalothin  and  cepha- 
loridine may  predispose  patients  to  development  of 
superinfections  particularly  those  caused  by  Pseudo- 
monas aeruginosa.  Therefore,  appropriate  bacterio- 
logical cultures  and  close  clinic  observations  should 
be  undertaken  and  the  drug  should  be  stopped  when 
signs  of  such  complications  occur. 

The  average  dose  of  cephalothin  for  adults  should 
be  0.5  to  1.0  gm.  every  4-6  hours  IM  or  IV.  For 
cephaloridine,  the  average  adult  dose  should  be  0.25 
to  0.5  gm.  every  6-8  hours  IM  or  IV.  In  children, 
the  cephalothin  dosage  should  be  10-20  mg/kg  every 
4-6  hours  and  the  cephaloridine  dosage  should  be 
10-15  mg/kg  every  6-8  hours.  In  premature  and 
newborn  infants,  10-15  mg.  of  cephalothin/kg/day 
is  the  recommended  dose.  This  should  he  divided 
into  two  ecjual  dose  given  every  twelve  hours.  For 
severe  infections  12-20  gm.  of  cephalothin  a day  for 
an  adult  have  been  employed.  However,  due  to  renal 
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toxicity,  the  maxiinutn  dosage  of  cephaloridine  should 
be  limited  to  4 gm.  per  day. 

Oral  Cephalosporins 

Cephaloglycin  is  a phenylglycine  analogue  of  the 
antibiotic  cephalosporin-C.  It  is  acid  stable.  After 
oral  administration,  low,  but  measurable  concentra- 
tions in  the  serum  are  obtained.  However,  concen- 
trations in  the  urine  are  very  high.  This  drug  is 
excreted  almost  entirely  as  the  active  metabolite  desa- 
cetyl-cephaloglycin.  After  an  oral  dose  of  25Ü  mg. 
and  500  mg.  of  the  drug  is  given  to  the  patient,  urine 
collected  after  an  8 hour  period  shows  average  concen- 
trations of  approximately  200  micrograms/ml  and  350 
micrograms/ml  respectively.  The  bacterial  spectrum 
of  cephaloglycin  is  similar  to  cephalothin  and  cepha- 
loridine. Cephaloglycin  is  indicated  for  the  treatment 
of  acute  and  chronic  urinary  tract  infections  caused 
by  susceptible  organisms  (27,  28).  Pue  to  its  low 
serum  concentration,  treatment  for  systemic  infection 
is  not  desirable.  The  average  daily  dose  for  an  adult 
is  250-500  mg.  four  times  a day.  In  children  with 
urinary  tract  infections,  the  dosage  is  25-50  mg/kg/ day, 
divided  into  four  doses.  Adverse  reactions  consist  of 
rash,  urticaria  occurring  in  about  3 percent  of  patients 
and  diarrhea  in  about  3-15  percent  of  patients. 

Cephalexin  is  a zwitterion  in  which  the  molecule 
contains  both  a basic  group  and  an  acidic  group.  The 
monohydrate  form  of  cephalexin  produces  high  blood 
levels  and  more  immediate  absorption  after  oral  ad- 
ministration. Serum  protein  binding  is  low  and  almost 
all  of  the  drug  is  excreted  in  the  urine  through  glomeru- 
lar filtration  and  tubular  excretion.  The  bacterial 
spectrum  is  similar  to  other  cephalosporins. 

It  has  been  reported  that  cephalexin  is  effective 
in  the  treatment  of  streptococcal  pharyngitis,  pneumo- 
coccal pneumonia,  staphylococcal  soft  tissue  infec- 
tions and  acute  urinary  tract  infections  (12,  29,  30). 
The  average  daily  dose  for  an  adult  is  1-4  gm/day  and 
in  children  is  25-50  mg/kg/day  divided  into  4 equal 
doses  given  every  6 hours  orally.  Food  does  not  seem 
to  interfere  much  with  the  absorption  and  peak  levels 
are  lower  but  more  prolonged.  Incidence  of  side  effects 
have  been  infrequent  with  perhaps  0.6  percent  of  pa- 
tients receiving  the  drug  showed  adverse  reactions 
manifested  primarily  as  rash  or  urticaria. 

Summary 

Cephalosporins  are  a group  of  bactericidal  antibiotics 


derived  from  cephalosporin-C.  Most  gram-positive  bac- 
teria including  penicillin  resistant  staphalococci  and  so- 
me gram-negative  bacteria  are  sensitive  to  the  cephalos- 
|)orins.  Cephalothin  and  cephaloridine  have  to  be  ad- 
ministered by  parenteral  route  and  are  useful  drugs  for 
treatment  of  severe  infections.  Cephaloglycin  can  be 
given  orally  and  the  indication  for  its  use  is  for  urinary 
tract  infections.  Cephalexin  is  absorbed  well  by  oral 
administration  and  may  be  a useful  drug  for  treatment 
of  infections  due  to  susceptible  organisms  when  oral 
medication  is  indicated.  As  for  any  potent  antibiotics, 
use  of  cephalosporins  may  lead  to  superinfections 
and  development  of  allergic  or  other  adverse  reactions. 
Prudent  usage  and  close  clinical  observations  on  patients 
should  be  followed. 
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Committee  Statement 
Committee  on  Fetus  and  Newborn 

OXYGEN  THERAPY  IN  THE  NEWBORN  INFANT 

The  following  recommendations  will  appear  in  the 
revision  of  the  manual,  Standards  and  Recommenda- 
tions for  Hospital  Care  of  Newborn  Infants,  sche- 
duled for  publication  early  in  1971.  Because  the 
Committee  felt  a sense  of  urgency  to  provide  these 
recommendations  to  pediatricians,  family  physicians, 
and  other  health  professionals  caring  for  newborn 
infants,  they  are  being  published  prior  to  appearance 
of  the  manual.  The  statement  has  had  extensive 
review  by  a large  number  of  experts  not  on  the  Com- 
mittee, and  their  comments  and  suggestions  have  been 
followed  in  the  preparation  of  the  final  draft.  It  was 
also  reviewed  and  approved  by  the  Committee  on 
Drugs  of  the  Academy  at  its  meeting  in  San  Francisco 
on  October  24,  1970. 

When  a newborn  infant  needs  extra  oxygen,  it  must 
be  administered  with  great  care  because  there  is  a 
causal  relationship  between  a higher  than  normal  oxygen 
tension  in  arterial  blood  (60  to  100  mm  Hg)  and  retro- 
lental  fibroplasia  (retinopathy  of  prematurity).  When 
the  nonnal  O2  tension  is  exceeded,  there  is  an  increased 
risk  of  retrolental  fibroplasia.  The  upper  limit  of  ar- 
terial oxygen  tension  and  its  duration  which  are  safe 
for  these  infants  is  not  known.  It  is  probable  that 
even  concentrations  of  40  percent  of  inspired  oxygen 
(formerly  considered  safe)  could  be  dangerous  for 
some  infants. 

An  inspired  oxygen  concentration  of  40  percent 
may  be  insufficient  for  infants  with  cardiorespiratory 
disease  to  raise  the  oxygen  tension  of  arterial  blood 
to  a normal  level.  In  such  instances,  an  inspired 
oxygen  concentration  of  60  percent,  80  percent,  or 
higher  may  be  necessary.  However,  it  is  difficult  to 
judge  the  concentration  of  inspired  oxygen  necessary 
to  maintain  effective  oxygenation  of  tissues  by  clinical 
signs  in  these  infants.  An  infant  may  have  peripheral 
cyanosis  and  yet  may  have  a normal  or  an  elevated 
arterial  oxygen  tension.  Therefore,  arterial  blood  gas 
measurements  are  extremely  important  for  regulation 
of  the  concentration  of  inspired  oxygen  when  an 
oxygen-enriched  environment  is  necessary. 

RECOMMENDATIONS 

1.  Oxygen  tension  of  arterial  blood  should  not  exceed 


3.  If  blood  gas  measurements  are  not  available,  a ma- 
ture infant  who  is  not  apneic  but  has  generalized 
cyanosis  may  be  given  oxygen  in  a concentration 
just  high  enough  to  abolish  the  cyanosis.  However, 
if  supplemental  oxygen  is  necessary  for  an  immature 
infant,  he  should  be  transferred  to  a center  at  which 
inspired  oxygen  concentration  can  be  regulated  on 
the  basis  of  blood  gas  measurements. 

4.  The  ideal  sampling  sites  for  arterial  oxygen  tension 
studies  are  the  radial  or  temporal  arteries.  In  most 
circumstances,  however,  a sample  from  the  des- 
cending aorta  through  an  indwelling  umbilical  arterial 
catheter  is  satisfactory. 

5.  Equipment  for  the  regulation  of  oxygen  concentra- 
don  (as  provided  by  some  incubators  and  respira- 
tors) and  devices  for  mixing  oxygen  and  room  air 
may  not  function  properly;  therefore,  it  is  essential 
that,  when  an  infant  is  placed  in  an  oxygen-enriched 
environment,  the  concentration  of  oxygen  be  mea- 
sured with  an  oxygen  analyzer  at  least  every  2 hours. 
The  performance  of  the  oxygen  analyzer  must  be 
checked  daily  by  calibration  with  room  air  and 
100  percent  oxygen. 

6.  Mixtures  of  oxygen  and  room  air  may  be  delivered 
to  an  infant  by  endotracheal  tubes,  masks,  fun- 
nels, hoods,  or  incubators.  Regardless  of  tbe  method 
used,  the  mixture  should  be  warmed  and  humidified. 

7.  The  condition  of  infants  requiring  oxygen  may 
improve  rapidly.  Under  these  circumstances,  the 
inspired  oxygen  concentrations  should  be  promptly 
lowered.  If  the  infant’s  recovery  is  gradual,  the 
oxygen  concentrations  should  be  lowered  by  10 
percent  decrements,  guided  by  blood  gas  measure- 
ments. 

8.  It  should  be  appreciated  that  oxygen  is  toxic  to 
other  organs  (e.g.,  lungs),  which  may  be  damaged 
even  if  the  foregoing  criteria  are  adhered  to. 

9.  A person  experienced  in  recognizing  retrolental  fi- 
broplasia (retinopathy  of  prematurity)  should  exa- 
mine the  eyes  of  all  infants  born  at  less  than  36 
weeks’  gestation  or  weighing  less  than  2,000  gm 
(4.2  lb)  who  have  received  oxygen  therapy.  This 
examination  should  be  made  at  discharge  from  the 
nursery  and  at  3 to  6 months  of  age. 

100  mm  Hg  and  should  be  maintained  between 
60  to  80  mm  Hg. 

2.  Inspired  oxygen  may  be  needed  in  relatively  bigh 
concentrations  to  maintain  the  arterial  oxygen  ten- 
sion in  the  normal  range. 
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Atlanta,  March  30  - There’s  a sound  way  to  save  both 
time  and  money,  for  a patient  requiring  minor  hospital 
surgery,  an  authority  in  the  field  reported  today. 

Dr.  Wallace  A.  Reed,  head  of  the  Surgicenter,  an  experi- 
mental center  in  Phoenix,  Ariz.,  which  serves  the  .surgical 
needs  of  ambulatory  patients,  said  the  eoncept  of  surgery 
out  of  the  hospital  has  proved  sueeessful  and  recommend 
its  use  nationally  to  help  ease  current  problems. 

The  idea  is  to  provide  a center  for  patients  who  are  being 
hospitalized  today  for  minor  surgery  but  who  can  be  operated 
on  and  sent  home  the  same  day.  In  a hospital  the  surgieal 
treatment  necessarily  takes  longer  and  costs  more. 

To  date  minor  surgery  at  the  Surgicenter,  including  such 
procedures  as  cystoscopy,  ganglion  removal,  circumcision  and 
removal  of  breast  tumor,  has  resulted  in  savings  ranging  from 
30  to  50  percent  over  hospital  charges  for  the  same  opera- 
tions. 

Patients  have  been  able  to  return  home  the  day  of  the  oper- 
ation and  not  take  up  valuable  bed  space  in  a local  hospital. 

From  the  Health  Insurance  Association  of  America 


The  American  College  of  Gastroenterology,  in  cooperation 
with  William  H.  Rorer,  Inc.,  of  Fort  Washington,  Pa.,  takes 
pleasure  in  armouncing  the  1971  Rorer  Awards  Contest  for 
the  best  papers  in  Gastroenterology. 

There  will  be  two  classes  of  awards  as  follows: 

FOR  THE  BEST  UNPUBLISHED  PAPERS  IN  GASTRO- 
ENTEROLOGY OR  AN  ALLIED  SUBJECT 

First  Prize  - $500.  and  a three-year  subscription  to 
THE  AMERICAN  JOURNAL  OF  GASTROEN- 
TEROLOGY, official  publication  of  the  American 
College  of  Gastroenterology. 

Second  Prize  - $300.  and  a two-year  subscription. 

Third  Prize  - $200.  and  a one-year  subscription. 

The  winning  entry  will  be  selected  by  the  Research  and 
Education  Committee  of  the  American  College  of  Gastro- 
enterology and  the  awards  will  be  made  at  the  Annual 
Convention  Banquet  of  the  College,  to  be  held  in  Atlanta, 
Ga.,  in  October,  1971. 


The  Twelfth  Congress  of  the  Pan-Pacific  Surgical  Associa- 


tion will  be  held  from  February  26  to  March  4,  1972  — Place: 
Hilton  Hawaiian  Village  Hotel,  Honolulu,  Hawaii.  Concurrent 
meetings  will  be  held  in:  Anesthesiology,  Colon  & Anorectal 
Surgery,  General  Surgery,  Neurosurgery,  Obstetrics  & Gyne- 
cology, Ophthalmology,  Orthopedic  Surgery,  Otolaryngology, 
Plastic  Surgery,  Thoracic-Cardiovascular,  Urology.  For  details, 
write  to:  César  B.  De  Jesús,  MD,  Pan-Pacific  Surgical  Associa- 
tion, 236  Alexander  Young  Building,  Honolulu,  Hawaii,  96813. 


The  Annual  Otolaryngologic  Assembly  of  1971  will  be  held 
October  23  through  29,  1971,  in  the  University  of  Illinois 
Hospital  Eye  and  Ear  Infirmary.  The  Department  of  Otola- 
ryngology, Abraham  Lincoln  School  of  Medicine,  University 
of  Illinois  at  the  Medical  Center,  offers  a condensed  post-gra- 
duate basic  and  clinical  program  for  practicing  otolaryngolo- 
gists under  the  direction  of  Emanuel  M.  Skolnik,  M.  D.  It 
is  designed  to  bring  to  specialists  current  information  in 
medical  and  surgical  otorhinolaryngology.  Interested  otola- 
ryngologists should  direct  their  inquiries  to  the  mailing  ad- 
dress: Otolaryngology,  P.  0.  Box  6998,  Chicago,  Illinois, 

60680. 


POSTGRADUATE  COURSE  IN  LARYNGOLOGY  AND  BRON- 
CHOESOPHAGOLOGY 

The  Department  of  Otolaryngology  of  the  University  of 
Illinois  at  the  Medical  Center  will  conduct  a postgraduate 
course  in  Laryngology  and  Bronchoesophagology  from  Octo- 
ber 4 through  9,  1971.  This  course  is  limited  to  fifteen 
physicians  and  will  be  under  the  direction  of  Paul  H.  Holin- 
ger,  M.  D.  It  will  be  held  largely  at  the  University  of  Illi- 
nois Hospital  Eye  and  Ear  Infirmary,  1855  West  Taylor  Street, 
Chicago,  and  will  include  visits  to  a number  of  other  Chicago 
hospitals.  Instruction  will  be  provided  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and  esopha- 
goscopy,  diagnostic  and  surgical  clinics,  as  well  as  didactic 
lectures  and  several  motion  pictures. 

Interested  registrants  will  please  write  directly  to  the 
Department  of  Otolaryngology,  Abraham  Lincoln  School  of 
Medicine,  University  of  Illinois  at  the  Medical  Center,  Post- 
office  Box  6998,  Chicago,  Illinois  60680. 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 

Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  pbenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 
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Smith  Kline  & French  Laboratories  SK&F 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Unioap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 

Cada  tableta  contiene; 

Vitamina  A 1.5  mg. 

Vitamina  D 10  mcg. 

Mononitrato  de  Tiamina  (B-1)  10  mg. 

Riboflavina  (B-2)  10  mg. 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  300  mg. 

Niacinamida  100  mg. 

Clorhidrato  de  Piridoxina  (B-6)  2 mg. 

Pantotenato  de  Calcio  20  mg. 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina)  20  mg. 

Vitamina  E 30  Unidades  Internacionales 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  10  mg. 

Yodo  (como  yoduro  de  potasio)  0.15  mg. 

Calcio  (como  carbonato)  50  mg. 

Cobre  (como  sulfato)  1 rng. 

Manganeso  (como  sulfato)  1 ■ng- 

Magnesio  (como  sulfato)  5 mg. 

Potasio  (como  sulfato)  5 mg. 

Poso/og/a;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 

Presentación:  Frascos  de  30  y 90 
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and  psychic  tension  is  implicated 

\hllVllTl®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications;  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiflF-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  .severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of. 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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Proved  electro 


helps  insomniacs  fall  asleep, 
stay  asleep,  and  sleep  longer 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  ” 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  Induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainderforas  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poorsleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  al.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internal.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
et  al.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,"  in  Kales,  A.  (ed.);  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 
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Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g,,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 
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know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt,  i 
inconvenient  waves  of  diuresis.  I 
Long-acting  Hygroton  offers  a gentle  flow  ¡ 
rather  than  abrupt  diuresis.  ' 

It’s  smooth  acting. 

In  edema  and  hypertension.  ' 

Hygroton*  chlorthalidone  usp  < 

Makes  water,  not  waves. 


But  * 
have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


Hygroton*'  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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New  warmth 
for  the  newborn 

Kreiselman 

BASSINET  R24  RESUSCITATOR 
WITH  RADIANT  HEAT 

■ For  the  critically  ill  newborn  and 
distressed  premature  infants 

■ Even  distribution  of  infrared 
radiant  heat 

■ Solid  state  dual  controls  for  heat 
selection 

■ Built-in  fluorescent  light 

■ Built-in  ambient  temperature 
thermometer 

■ And  all  the  standard  Kreiselman 
Bassinet  Resuscitator  features: 
resuscitation,  inhalation, 
aspiration.  Cylinders  and 
pipeline  models 


For  more  details  please  phone  or  write  for  Catalog  1832 
or  contact  your  Ohio  Representative. 


Radiant  Heater  Kit  Available:  Kreiselman 
Bassinet  Series  24  Resuscitators  now  in 
use  may  be  quickly  and  economically 
modified  with  a radiant  heater  kit  which 
includes  frame,  heater,  light,  mattress, 
and  thermometer. 


General  Gases  & 


Corp. 


Calle  Manuel  Camuñas  No.  10 
Urb.  Ind.  Tres  Monjitas 

HATO  REY 
765.7445 


Ave.  Central  cruce 
Carr.  Guaynabo 

GUAYNABO 

7634515 


Cond.  Los  Flamboyanes 
Ave.  65  Infantería 

RIO  PIEORAS 
765-7445 


Calle  Barbosa  No.  11 

BAYAMON 

7854090 


Caiie  Jaspe  No.  21 
Centro  Com.  Villa  Blanca 

CAGUAS 

7434595 


Ave.  Muñoz  Rivera 
esq.  Ave.  Expreso 

PONCE 

8434425 


Ave.  Miramar  No.  529 

ARECIBO 

878-2460 


Maalox-protected  aspirin 


Reduces  the  risk  of  gastric  distress  from  aspirin,  especially  when 
high  doses  are  used,  as  in  arthritis.  And  Ascriptin®  is  advertised 
only  to  you... not  to  your  patient. 


100  TABirrs 


Ascriptin 


LIST  NO.  455 


FOR  PAIN 

Each  tabl«t  contains 

Aspirin  (5  grams)  0 30  Cm 

MaaloK*  0 15  Cm 

Imagnesium-alummum  hycJro*i0e) 

keep  out  of  the 
Reach  of  children 


WILUAM  H.  RORER,  INC. 

rf,*»T«K • fan  Ri  U5* 


RORER 


WILLIAM  H.  RORER,  INC.  Fon  Washington,  Pa.  igO.M 


Esta  fórmula 
alimenticia  completa 


cuesta  menos  que 


cualquier  otra* 


Para  formulas  naturales 


En  la  fórmula  de  la  leche  evapo- 
rada Carnation  no  hay  nada  arti- 
ficial. Es  alimento  de  verdad. 
Con  todas  las  proteínas 
naturales  existentes,  y demás 
factores  nutritivos.  Se 
le  ha  añadido  vitaminas  su- 
plementarias y carbohidratos, 
lográndose  así  la  más  completa 
dieta  alimenticia,  a un  costo 
mucho  más  bajo  que 
cualquier  leche  modifi- 
cada. Hasta  un  35°/o 
menos,  de  acuerdo  a 
un  reciente  informe.* 


*De  acuerdo  a un  informe  del  American  Journal  of  Public  Health,  Vol.  56,  No.  56. 
CARNATION®  EVAPORATED  MILK,  CARNATION  COMPANY  LOS  ANGELES,  CALIF  90036 


USEFULNESS  OF  LAPAROTOMY  AND 
SPLENECTOMY  IN  HODGKIN’S  DISEASE 


Successful  treatment  of  Hodgkin’s  disease  depends 
to  a large  extent  upon  the  completeness  and  accur- 
acy of  the  staging  of  the  disease  performed  prior  to  the 
institution  of  definitive  therapy.  Curative  therapy 
can  and  should  only  be  delivered  if  meticulous  delinea- 
tion of  the  extent  of  the  disease  is  performed  before- 
hand. Special  consideration  needs  to  be  given  to  the 
presence  of  hepatic  or  other  visceral  or  extranodal 
sites  of  involvement.  During  recent  years,  various 
diagnostic  tools  such  as  lymphangiography  and  ra- 
dioisotopic techniques  have  been  developed  to  aid 
the  clinician  in  the  quest  for  hidden  sites  of  disease. 
These  methods  have  sometimes  provided  new  pit- 
falls  not  previously  recognized.  In  an  attempt  to 
determine  more  accurately  the  extent  of  abdominal 
disease,  to  assess  the  usefulness  of  the  diagnostic  pro- 
cedures available  today  and  in  order  to  correlate  our 
findings  with  those  established  on  the  basis  of  standard 
preoperative  criteria,  we  perfonned  exploratory  la- 
parotomies and  splenectomies  in  20  consecutive  patients 
with  known  Hodgkin’s  disease  during  the  past  12 
months.  It  is  our  purpose  to  present  this  experience. 


Patients 

Every  newly  diagnosed  patient  with  Hodgkin’s  disease 
presenting  to  the  Hematology  Section  of  the  University 
Hospital  and  to  the  Hematology  Clinic  of  the  I.  Gon- 
zález-Martínez  (Oncologic)  Hospital  from  October  1, 
1969  to  September  30,  1970  was  considered  for  in- 
clusion in  this  study  if  not  older  than  65  years  of  age. 
Two  patients  with  proven  stage  IV  disease  were  not 
considered  for  exploratory  laparotomy  and  were  treated 
with  chemotherapy.  Laparotomies  were  performed 


Presented  at  the  Thirteenth  Annual  Meeting  of  the  /I me- 
nean Society  of  Hematology  in  San  Juan,  Puerto  Rico, 
December  1970.  Supported  by  NIH  Grant  No.  CA-81 17-05, 
From  the  University  of  Puerto  Rico  School  of  Medicine, 
San  Juan,  Puerto  Rico. 


Enrique  Velez  Garcia,  MÜ 
Pedro  J.  Santiago,  MD 
Rafael  Sorrentino,  MD 
Victor  Gutiérrez,  MD 
Juan  Velazquez,  MD 
Antonio  J.  Grillo,  MD 
Jorge  Haddock,  MD 
Norman  Maldonado,  MD 

in  13  patients  as  part  of  their  initial  staging  work  up 
and  in  7 patients  as  part  of  a re-evaluation  for  the 
possibility  of  recurrent  disease.  In  the  latter  group, 
laparotomy  was  performed  regardless  of  previous  treat- 
ment if  the  accuracy  of  the  previous  staging  was  in 
doubt. 

Methods 

The  initial  preoperative  evaluation  consisted  of  a careful 
history  and  physical  examination  with  particular  emphasis 
on  the  lymphoreticular  system.  All  patients  were  submitted 
to  a systematic  diagnostic  work  up  in  order  to  complete  the 
staging  as  recommended  by  the  Rye  conference  (1).  Besides 
routine  laboratory  tests  (urinalysis,  fasting  blood  sugar,  blood 
urea  nitrogen  and  serology),  every  patient  underwent  a com- 
plete hematologic  evaluation  ineluding:  morphologie  examina- 
tion of  the  peripheral  blood  and  aspirated  bone  marrow,  de- 
termination of  serum  uric  acid,  Coombs’  test,  serum  protein 
electrophoresis  and  a needle  biopsy  of  the  marrow,  if  clinically 
indicated.  Hepatic  function  tests  were  performed  in  every  pa- 
tient including  bilirubin,  glutamic  and  pyruvic  oxaloacetic 
transaminases,  alkaline  phosphatase,  total  serum  proteins,  al- 
bumin-globulin ratio,  bromsulphthalein  retention  and  liver  scan. 
Roentgenologic  examination  included  the  chest,  intravenous 
pyelogram  and  skeletal  survey.  Bilateral  lower  extremity 
lymphangiography  was  attempted  utilizing  standard  techniques 
in  all  patients  but  it  was  not  successful  in  5 of  them,  four  of 
whom  were  children.  Liver  scans  were  performed  in  all  pa- 
tients and  spleen  scans  were  performed  in  18  of  the  20  pa- 
tients by  intravenous  injection  of  3 me  of  99  m Technetium 
Sulfur  colloid  followed  by  multiple  views  with  the  Pho-Gamma- 
111  camera  (Nuclear  Chicago).  Lymph  node  scans  were  per- 
formed in  6 patients  by  injecting  200-300  uc  of  *Au  in  the 
web  of  the  large  toe  of  each  foot  followed  by  multiple  views 
of  the  pelvis  and  abdominal  regions  with  the  Pho-Gamma-111 
camera.  Percutaneous  (pre-operative)  liver  biopsies  were  not 
performed. 

Under  general  anesthesia,  the  abdomen  was  entered  through 
a midline  incision.  A thorough  exploration  of  the  entire  ab- 
dominal cavity,  its  contents  and  the  retroperitoneal  space 
and  organs  was  carried  out.  Splenectomy  was  performed  and 
wedge  and  needle  biopsies  of  both  lobes  of  the  liver  were  taken 
regardless  of  the  gross  appearance.  Splenic  and  hepatic  hilar, 
celiac  and  left  paraortic  nodes  were  biopsied.  Any  other  group 
of  nodes  found  to  be  abnormal  to  inspection  or  palpation  was 
also  biopsied.  If  the  lymphangiogram,  lymph  node  scan  or  both 
were  abnormal,  biopsies  of  the  expected  abnormal  nodes  were 
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TABLE  I:  CLINICAL  FEATURES  OF  PATIENT  POPULATION 


Patient 

Age 

Sex 

Clinical  Node  Evaluation  Organomegaly  Lymphan- 
C M A I L S giogram 

Liver 

Profile 

Scans 

Liver  Spleen 

Time  from 
Diagnosis  to 
Splenectomy 

Prior  Treatment 

Stage 

Pre-Op  Post-Op 

E.R.A. 

13 

M 

Left 

LI 

Abnormal 

15  months 

Radiotherapy 

Above  Diaphragm 

lA 

lA 

J.L.E. 

19 

M 

Sub- 

mental 

- 

- 

- 

- 

- 

Neg 

WNL 

- 

- 

4 >veeks 

None 

lA 

lA 

E.M.R. 

20 

M 

Ri^t 

- 

- 

- 

- 

- 

Neg 

WNL 

- 

- 

7 months 

Radiotherapy 

Above  Diaphragm 

lA 

lA 

L.A.P. 

7 

F 

Right 

+ 

- 

- 

- 

- 

U 

Abnormal 

- 

0 

2 weeks 

None 

IIA 

lllA 

E.H.V. 

20 

M 

Bilat 

- 

+ 

- 

- 

TIP 

u 

WNL 

- 

-F 

4 years 

Radiotherapy 

Above  Diaphragm 

lllA 

llA 

P.S.R. 

55 

M 

Left 

- 

- 

- 

-F 

Neg 

WNL 

- 

-F 

4 years 

Radiotherapy 

Above  Diaphragm 

lllA 

IIA 

G.A.P. 

13 

F 

Bilat 

+ 

+ 

- 

-F 

-F 

+ 

Abnormal 

-F 

-F 

4 weeks 

None 

lllB 

IIIB 

M.G.G. 

25 

M 

Bilat 

+ 

- 

- 

- 

- 

Neg 

WNL 

- 

- 

2 weeks 

None 

IIA 

IIIA 

D.M.C. 

12 

M 

Right 

- 

- 

- 

- 

- 

-F 

WNL 

- 

-F 

2 1/2  years 

Radiotherapy 

Above  Diaphragm 

IIIA 

IIA 

J.T.T. 

10 

M 

Bilat 

- 

+ 

+ 

- 

-F 

Neg 

WNL 

- 

-F 

6 years 

Radiotherapy 

Above  Diaphragm 

lllA 

IIA 

R.B.V, 

35 

M 

Right 

- 

- 

- 

- 

- 

Neg 

WNL 

- 

-F 

2 months 

None 

lllA 

lA 

N.A.V. 

11 

F 

Right 

- 

- 

- 

- 

- 

Neg 

Abnormal 

- 

- 

2 3/4  years 

Radiotherapy 

Above  Diaphragm 

llA 

IIIA 

H.A.J. 

51 

M 

Right 

- 

- 

- 

- 

Neg 

Abnormal 

- 

- 

3 months 

None 

lA 

lA 

N.Y.C. 

12 

M 

Left 

- 

- 

- 

- 

- 

Neg 

WNL 

- 

- 

3 weeks 

None 

lA 

lA 

J.N.C. 

6 

M 

Bilat 

- 

+ 

- 

- 

TIP 

U 

Abnormal 

- 

- 

2 months 

None 

IIIA 

IIIA 

M.A.R. 

6 

M 

Bilat 

_ 

- 

- 

- 

- 

Neg 

Abnonnal 

- 

- 

3 weeks 

None 

llA 

IIIA 

J.P.B. 

12 

M 

BUat 

-F 

- 

- 

-F 

- 

Neg 

Abnormal 

- 

- 

2 weeks 

None 

IIIA 

IIIA 

M.M.P. 

13 

F 

Left 

-f- 

- 

_ 

- 

- 

-F 

Abnormal 

- 

-F 

6 weeks 

None 

IIIA 

IIA 

J.S.M. 

12 

M 

Left 

_ 

- 

_ 

- 

U 

Abnormal 

- 

0 

3 weeks 

None 

IIA 

IIIA 

M.S.R. 

12 

F 

Bilat 

- 

+ 

- 

- 

- 

-F 

Abnormal 

- 

-F 

4 weeks 

None 

lllA 

IVA 

C — cervical 

M — mediastinal 

A — axillary 

0 — not  done 

/ = inguinofemoral 

S = spleen 

V — unsuccessful 

— ~ negative 

L — liver 

attempted.  Silver  clips  were  placed  at  the  sites  of  removed 
nodes.  They  were  also  used  to  demarcate  the  splenic  pedicle, 
tile  lateral  border  of  the  porta  hepatis  and  the  lateral  bounda- 
ries of  retroperitoneal  disea.se,  if  found. 

The  spleens  were  weighed,  carefully  inspected  and  photo- 
graphed. They  were  then  cut  into  slices  0.5  cm  thick.  If 
gross  lesions  were  apparent,  several  blocks  were  submitted  for 
sectioning.  In  the  absence  of  visible  lesions,  the  entire  speeimen 
was  fixed  in  10  percent  formalin  after  which  additional  sections 
were  cut.  At  least  ten  blocks  were  then  submitted  for  perma- 
nent sections.  Lymph  nodes  were  bisected  immediately  upon 
removal,  imprints  made  for  Wright-Giemsa’s  staining  and  then 
fixed  in  10  percent  formalin.  Multiple  sections  were  performed 
at  different  levels.  The  wedge  and  needle  biopsies  of  the  liver 
were  submitted  in  toto  and  multiple  .sections  were  obtained 
from  tbe  paraffin  blocks.  Trichrome  and  reticulin  stains  were 
routinely  made  whenever  indicated  for  additional  information. 


Results 

Table  1 presents  the  salient  clinical  characteristics 
of  our  patients,  their  pre-operative  evaluation,  and  stag- 
ing and  the  correlation  with  the  post-operative  findings. 
The  ages  ranged  from  6 to  55,  with  a median  age  of  18 
years.  There  were  15  males  and  5 females.  Nine  of  thir- 
teen patients  who  were  being  initially  staged  under- 
went laparotomies  within  3 weeks  of  diagnosis.  In 
the  remaining  four  patients  the  procedure  was  delayed 
due  to  reasons  beyond  our  control.  The  other  seven 
patients  were  being  restaged  after  periods  ranging  from 
7 months  to  6 years  of  presumed  inactivity  of  the  di- 
sease. Prior  therapy  had  consisted  exclusively  of  radio- 
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LYMPH  ANGIOGRAMS 

LAPAROTOMY 
Positive  Negative 

Positive 

4 

2(50%) 

2(50%) 

Negative 

II 

4(36%) 

7 (64%) 

Unsuccessful 

5 

3 (60%) 

2 (40%) 

Fig.  1:  Correlation  between  pre-operative  lyrnphangiograms 
and  findings  at  laparotomy. 


Fig.  2;  Lymphangiogram  on  patient  M.  M.  P.  showing  a 
right  paraaortic  irregularly  filled  lymph  node  (arrow)  interpre- 
ted as  positive.  Biopsy  of  same  node  at  laparotomy  revealed 
“reactive  hyperplasia”. 


tlierapy  to  involved  and  adjoining  areas  above  the 
diaphragm.  Three  of  these  patients  although  asympto- 
matic, had  had  the  recent  appearance  of  splenomegaly 
which  was  confirmed  hy  a positive  splenic  can.  Two 
others  had  developed  abnormal  liver  functions  and  one 


an  abnormal  lymphangiogram.  In  the  remaining  patient, 
laparotomy  had  been  postponed  initially  due  to  personal 
prohletns.  One  a.symplomalic  patient  (iN.  A.  \.) 
was  found  to  have  unsuspected  ahdotiiinal  di.sease  .’53 
months  after  her  oriirinal  diagnosis  and  treatmetit. 

The  correlation  between  the  pre-op(!rativ»‘  lym[)han- 
giogram  atid  the  finditigs  at  laparotomy  is  shown  on  Fi- 
gure 1.  (Jf  the  4 umjuestionahly  positive  lymphan- 
giograms  (Figure  2),  2 could  uot  he  eorrohorat('d  at 
laparotomy.  On  the  other  hand,  4 of  the  1 1 patients 
with  negative  pre-operative  lyrnphangiograms  were  found 
to  have  al)dominal  disease.  Of  these  four,  unsuspected 
disease  was  found  in  the  spleen  and  celiac  region  in  3 
patients  and  in  both  the  spleen  and  retroperitoneal 
space  in  the  other  patient.  It  should  he  tioted  that  in  2 


Fig.  3A:  Cut  surface  of  spleen  of  M.  G.  G.  showing  two 
discrete  nodules  (arrows)  not  discernible  at  gross  examination. 


F4g.  3B:  Cut  surface  across  lymphomalous  nodule  of 
spleen  of  M.  G.  G.  Note  that  the  surface  of  the  spleen  looks 
grossly  normal. 
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PRE- OPERATIVE 


POST- OPERATIVE 


Suspected 

Confirmed 

By  splenomegaly 

1 

0 

By  positive  scon 

3 

0 

By  both 

5 

2 

Total 

9 

2 (22%) 

Unsuspected 

11 

5 (45%) 

Fig.  4:  Relationship  between  clinically  suspected  pre- 
operative splenic  involvement  and  surgically  proven  disease. 


PRE-OPERATIVE  POST-OPERATIVE 


Suspected 

By  liver  profile  10 

By  hepatomegaly  I 

By  both  1_ 

Total  12 


Confirmed 


Fig.  5:  Correlation  between  expected  liver  involvetnent 
and  positivity  of  laparotomy  liver  biopsies. 


ABDOMINAL  ADENOPATHY 

DISEASE 


Right  Side 

Left  Side 

Bilateral 

Only 

Only 

Found 

2/7(29%) 

1/6(17%) 

6/7(86%) 

Absent 

5/7  (71%) 

5/6(83%) 

1/7(14%) 

Fig.  6:  Relationship  between  site  of  initial  disease  in  the 
neck  and  abdominal  involvement. 

ABDOMINAL  MEDIASTINAL  ADENOPATHY 

DISEASE 


Present  Absent 

Found  4/6(67%)  5/14(36%) 

Absent  2/6(33%)  9/14(64%) 


Fig.  7;  Relationship  between  site  of  initial  disease  in  the 
mediastinum  and  abdominal  involvement. 


of  these  3 positive  spleens,  disease  eould  not  he  as- 
certained until  the  organ  was  sectioned  by  the  {)atho- 
logist,  since  its  gross  appearance  to  the  surgeon’s  ins- 
pection and  palpation  was  normal  (Figure  3A  and  3B). 
In  one  [)atient  (N.  A.  V.)  the  only  abdominal  finding 
was  a discrete,  1 x 1..5  cm  positive  node  in  the  celiac 
region.  Of  the  5 patients  in  whom  pre-operative  lym- 
phangiograms  could  not  be  done,  3 had  abdominal 
disease  confirmed  by  laparotomy. 

Radioactive  *Au  lymph  node  scans  were  positive 
in  4 of  the  5 patients  in  whom  the  procedure  was 
performed  and  it  correlated  with  the  lymphangiogra- 
phic  findings  in  all  of  them. 

The  relationship  between  clinically  suspected  pre- 
operative splenic  involvement  and  surgically  proven 
involvement  at  laparotomy  is  shown  in  Figure  4.  Of 
9 patients  who  preoperatively  were  thought  to  have 
splenic  involvetnent  by  either  clinical  examination  and/ 
or  positive  splenic  scans,  only  2 (22  percent)  were 
proven  to  have  it.  Conversely,  of  11  patients  who  pre- 
operatively were  not  suspected  of  having  splenic  di- 
sea.se,  5 (45  percent)  were  proven  positive  at  laparoto- 
my. In  addition  to  splenic  involvement,  two  patients 
also  had  accessory  spleens  which  were  involved  by  the 
disease. 

Correlation  between  clinically  suspected  liver  in- 
volvement and  actual  positivity  of  liver  involvement 
proven  by  biopsy  at  laparotomy  is  shown  on  Figure  5. 
Of  12  patients  in  whom  liver  involvement  was  suspected 
pre-operatively,  only  one  was  found  positive.  Non 
specific  round  cell  infiltration  in  periportal  areas  was 
seen  in  3 patients.  The  8 remaining  clinically  normal 
livers  were  also  found  normal  at  laparotomy.  Results 
of  chemical  and  other  liver  function  parameters  did  not 
correlate  with  surgical  findings  since  only  1 out  of  12 
patients  with  various  degrees  of  abnormality  in  these 
tests  proved  to  have  liver  involvennmt  at  laparotomy. 

Figures  6 and  7 show  the  relationship  between  the 
cervical  and  mediastinal  lymph  node  areas  of  in- 
volvement and  the  abdominal  findings,  .‘six  of  the  7 
(86  percent)  patients  with  bilateral  cervical  involve- 
ment wen*  proven  to  have  abdominal  disease  whereas 
only  3 of  13  (23  percent)  patients  with  unilateral 
«•ervical  disease  had  abtlominal  involvement.  The  dil- 
ference  between  unilateral  disease  of  the  right  or  lei  I 
.si(hi  was  not  significant.  On  the  other  hand,  I of  6 
(67  percent)  patients  with  iTiediastinal  involvement 
proved  to  have  abdominal  disi'ase  whereas  otdy  -5  ol 
14  (36  percent)  patients  with  apparently  uninvolved 
mediastinuiti  turmni  out  to  have  abdomitial  involve- 
ment. 

Tabh;  II  shows  the  pre-o[)eraliv e and  post-operative 
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TABLE  11:  PRE  OPERATIVE  AND  POST  OPERATIVE  FINDINGS  AND  HISTOPATHOLOGY 


HISTOLOGIC  TYPE  FINDINGS  AT  LAPAROTOMY 

SPLEEN  LOCATION  OF  INVOLVED  NODES 

Weigh  tjMean 


Patient 

Pre-Op 

Post-Op 

for  age  (gm) 

Involved 

Celiac  Axis 

ParoorfTC 

Mesenteric 

Liver  Hilum 

Splenic  Hilum 

E.R.A. 

MC 

_ 

122/100 

NO 

_ 

J.L.E. 

LP 

- 

132/150 

NO 

Reactive  Hyperpl 

asía  — 

- 

- 

- 

E.M.R. 

LP 

- 

105/150 

NO 

- 

- 

- 

- 

- 

L.A.P. 

MC 

MC 

80/66 

YES 

- 

- 

_ 

_ 

- 

E.H.V. 

LP 

- 

115/150 

NO 

- 

- 

_ 

_ 

- 

P.S.R. 

MC  1966 
NS  1969 

- 

236/150 

Pseudo-cyst 

NO 

- 

- 

- 

- 

- 

G.A.P. 

MC 

MC 

250/100 

YES 

-f 

-1- 

-E 

-E 

-E 

M.G.G. 

NS 

MC 

166/150 

YES 

- 

- 

- 

- 

-E 

D.M.C. 

LP 

— 

76/93 

NO 

- 

Chronic  Lympha- 
denitis 

J.T.T. 

LP 

- 

85/85 

NO 

- 

- 

- 

- 

- 

R.B.V. 

NS 

- 

140/150 

NO 

- 

- 

- 

- 

- 

N.A.V. 

MC 

MC 

72/87 

NO 

-E 

- 

- 

- 

- 

H.A.J. 

MC 

- 

210/150 

NO 

- 

- 

- 

- 

- 

N.Y.C. 

MC 

- 

85/93 

NO 

— 

Reactive  Hyper- 
plasia 

.I.N.C. 

MC 

- 

66/58 

NO 

- 

- 

- 

- 

- 

M.A.R. 

MC 

MC 

72/58 

YES 

- 

- 

- 

- 

- 

J.P.B. 

NS 

NS 

112/93 

YES 

+ 

— 

Reactive  Hy- 
perplasia 

-E 

M.M.P. 

NS 

- 

100/100 

NO 

Reactive  Hyper- 

Reactive  Hyper- 

plasia 

plasia 

- 

- 

- 

J.S.M. 

LP 

MC 

143/93 

YES 

-f- 

- 

- 

- 

-E 

M.S.R. 

LD 

LD 

44/93 

YES 

-(- 

-E 

-E 

-E 

-E 

histopathologic  classification  of  our  patients  and  the 
specific  findings  at  laparotomy  including  the  anato- 
mical location  of  involved  nodes  and  the  weight 
of  the  spleen  in  grams.  As  shown,  the  histopa- 
thological  types  correlated  in  6 of  the  8 positive 
laparotomies.  One  patient  (M.  G.  G.)  thought  to 
have  nodular  sclerosing  type  in  a cervical  lymph 
node  appeared  to  have  mixed  cellularity  in  the  spe- 
cimen obtained  at  laparotomy;  another  patient  (J. 
S.  M.)  whose  disease  had  been  classified  as  lympho- 
cyte predominance  pre-operatively  was  found  to  have 
mixed  cellularity.  The  remaining  5 patients  with 
pre-operative  lymphocytic  predominance  histology  had 
negative  laparotomies.  Laparotomy  lymph  node  biop- 
sies in  several  patients  revealed  changes  coinjiatible 
with  marked  hyperjilasia  which  were  interpreted  as 
reactive  especially  if  a recent  lymphatigiogram  had 
been  performed. 


Fig.  8:  Relationship  between  histological  proof  of  splenic 
involvement  and  weight  of  spleen.  A- = positive;  — — negative- 
o — average  weight  forage. 
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TABLE  III:  STAGE  CHANGES  AFTER  LAPAROTOMY 


Patient 

Change  of  Stage 

Reason  for  Change 

1.  L.  .\.P.  1 

I 

2.  M..A.R.  I 

I 

3.  M.G.G.  ]| 

IIA 

lllA 

Unexpected  splenic  involvement  discovered 
by  splenectomy. 

4.  J.S.M. 

flA 

IflA 

Unsuspected  splenic  involvement  detected 
at  laparotomy. 

5.  N..\.V. 

flA 

— > 

fflA 

Unsuspected  celiac  axis  involvement  disco- 
vered by  laparotomy. 

6 E.  H.  V.  1 

I 

7.  P.  S.  R.  1 

IHA 

IIA 

Clinically  involved  spleen  not  corroborated 
by  splenectomy. 

8.  J.T.T. 

llIA 

IIA 

Clinical  splenomegaly  not  proven  to  be 
Hodgkin’s  disease  at  laparotomy. 

9.  R.B.  V. 

fllA 

-> 

lA 

Splenic  scan  enlargement;  involvement  not 
corroborated  by  splenectomy. 

lO.D.  M.  C. 

fllA 

IIA 

Positive  lymphangiogram  not  corroborated 
by  laparotomy. 

If.M.M.  P. 

IIIA 

-> 

IIA 

Normal  liver  profile,  splenic  scan  enlarge- 
ment and  positive  lymphangiogram  not  cor- 
roborated by  laparotomy. 

Fig.  9:  Cut  surface  of  spleen  of  patient  M.  S.  R.  which 
weighed  í Í grams  and  showed  multiple  small  foci  of  lympho- 
matous  involvement  (arrows). 


Figure  8 shows  tlie  relatioiisliip  between  the  weight 
of  the  spleen  in  grains  hy  age  groups  and  tlie  presence 
or  absence  of  splenic  involvement.  Correlation  was  pos- 
sible in  most  instances  although  2 of  the  negative  adult 
spleens  weighed  in  excess  ot  200  grams,  .'\nother  ex- 
ception was  the  smallest  spleen  in  our  series  removed 
from  a 12-year  old  child  (M.  S.  R.)  which  was  positive 
in  spite  of  its  weight  of  44  grams  (expected  normal 
weight  for  age  = 9.‘5  grams)  (Figure  9).  Four  of  the 
6 patients  with  clinically  palpable  splemis  had  negative 
lafiarotomies  including  s|)lenectomy.  Presence  of  splenic 
involvement  in  these  patients  was  discarded  after  careful 
sectioning  of  the  spleen  was  performed.  On  the  other 
hand,  it  was  impossible  to  feel  enlarged  spleens  pre- 
operatively  in  .0  of  the  7 jialients  in  whom  disease 
was  proven  present  in  this  organ  alter  surgery.  F.xten- 
sive  involvement  was  confirmed  in  2 of  these  patients 
both  of  whom  had  a negative  pre-ojieralive  splenic  scan. 


lio 


Hoi.  Asoc.  Méd.  P.  Rico 
Mayo  1971 


Staffing  was  changed  in  11  patients  on  account  of 
findings  at  laparotomy.  I'liese  data  are  sliown  on 
Table  111.  Five  patients  were  changed  from  IIA  to  lllA; 
five  from  IIIA  to  IIA;  and  one,  from  IllA  to  lA.  In 
the  first  grou[),  the  most  eommon  reason  for  change 
was  unexpected  splenic  involvement  found  at  surgery. 
One  patient  had  unsuspected  disease  in  the  celiac  area. 
Of  those  changed  from  IIIA  to  IIA  and  lA,  the  most 
common  reason  for  ehange  was  inability  to  corroborate 
splenic  disease  clinically  suspected  by  either  scan  or  phy- 
sical examination.  In  2 instances,  an  abnormal  lymph- 
angiogram  could  not  be  corroborated  at  laparoto- 
my. In  addition  to  these  changes  in  stage,  laparor 
torny  afforded  new  information  regarding  extent  of 
disease  in  2 patients  whose  stage  remained  the  same. 
One  patient  (G.  A.  P.)  was  found  to  have  extensive 
abdominal  involvement  with  suspicious,  but  not  diag- 
nostic changes  in  the  liver  biopsy.  In  another  pa- 
tient (J.  P.  B.)  in  whom  paraortic  abdominal  in- 
volvement was  suspected  due  to  an  abnormal  pyelo- 
grani,  unsuspected  disease  was  found  in  the  spleen 
and  celiac  axis  in  spite  of  a negative  lymphangiogram. 
His  pre-operative  clinical  examination  did  not  reveal 
splenomegaly  and  the  spleen  scan  had  been  normal. 

Post-operative  complications  were  minimal  and  in- 
cluded transient  thrombocytosis  in  2 patients  and 
atelectasis  in  one.  Every  patient  was  ambulatory 
by  the  third  post-operative  day  and  the  mean  hospital 
stay  was  7 days.  Twelve  patients  have  subsequently 
completed  total  nodal  radiation  uneventfully  and  4 
have  received  comhination  quadruple  chemotherapy 
without  difficulty  for  rapidly  advancing  or  generalized 
disease.  The  remaining  4 patients  have  been  followed 
on  no  therapy  and  are  asymptomatic.  The  mean  period 
ot  follow  up  after  splenectomy  at  the  present  time  is 
7 months.  Only  one  of  12  patients  (J.  N.  C.)  with  a 
negative  laparotomy  has  developed  disseminated  di- 
sease in  the  follow  up  period  and  this  was  manifested 
as  extra  nodal  (bone)  involvement. 

Discussion 

Several  authors  (2,  3,  4,  .3,  6,  7)  have  recently 
described  the  importance  of  exploratory  laparotomy 
in  the  accurate  staging  of  patients  with  Hodgkin’s 
disease.  A recent  review  by  Ultmann  (B)  summarizes 
the  presently  available  data  of  this  procedure  in  pa- 
tients with  Hodgkin’s  disease.  This  procedure  is  im- 
portant for  initial  evaluation  as  well  as  for  re-evaluation 
in  an  attempt  to  elucidate  a (juestionable  clinical  finding 
such  as  splenomegaly.  Team  effort  by  a group  of 
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interested  physicians  is  the  ba<’kbone  for  the  .success 
of  this  [)rocedure  which  will  benefit  the  patient  otd\ 
if  careful  coordination  can  be  established  between  the 
clinician,  the  surgeon  and  the  pathologist. 

Previous  reports  (9,  10,  11,  12)  have  indicated  that 
lymphangiography  is  generally  a dependable,  altbough 
sometimes  unreliable  tool  used  in  evaluating  patients 
with  lympboma.  General  agreement  exists  in  that  it 
is  not  particularly  good  for  detecting  enlarged  lymph 
nodes  in  the  upper  periaortie  and  celiac  areas  which 
can  be  carefully  explored  at  laparotomy.  As  pointed 
out  by  Glatstein  et  al,  (2)  even  the  surgeon  may  at  times 
have  technical  difficulty  in  the  adequate  exploration 
of  these  two  areas  thus  resulting  in  .sampling  problems 
which  may  lead  to  false  negative  laparotomies. 

Two  of  our  4 unquestionably  positive  lymphangio- 
grarns  failed  to  be  confirmed  at  laparotomy.  Both  were 
children  whose  biopsied  abdominal  nodes  only  revealed 
changes  compatible  with  severe  reactive  hyperplasia 
which  could  be  related  to  the  lymphangiographic  dye 
employed.  Of  the  4 patients  with  negative  lymphan- 
giograms  who  proved  to  have  abdominal  Hodgkin’s 
disease,  3 had  unsuspected  disease  in  the  spleen  and 
celiac  area  and  one  in  the  celiac  axis  only,  thus  in- 
dicating the  importance  of  careful  exploration  at  that 
level. 

Twenty  two  percent  of  our  patients  .suspected  to  have 
splenic  involvement  pre-operatively  actually  had  it, 
whereas,  45  percent  of  those  not  suspected  of  having 
it  were  positive  at  laparotomy.  This  shows  that  if  one 
were  guided  only  by  clinical  parameters  the  percent 
of  error  would  be  at  least  55  percent.  In  our  experien- 
ce therefore,  clinical  splenomegaly  did  not  mean  much 
until  histological  proof  of  disease  was  obtained  at 
laparotomy,  whereas  the  absence  of  a clinically  palpable 
spleen  provided  a false  sense  of  security  (5  of  the  1 1 
patients  not  .suspected  to  have  abdominal  involvement 
at  all  turned  out  to  have  positive  laparotomies).  Sec- 
tioning of  the  specimens  by  the  pathologist  appears 
to  be  of  utmost  importance  since  small  foci  of  di.sease 
could  be  present  on  cut  .surface  with  an  otherwise  de- 
ceivingly normal  gross  appearance.  Splenic  scans  were 
of  no  help  since  only  2 of  the  8 positive  ones  proved 
to  have  disease  whereas  5 of  the  10  negative  ones 
were  found  with  gross  involvement.  In  most  instances 
in  which  the  .s{)lenic  involvement  was  missed  it  was  of  a 
finely  nodular  nature  and  therefore,  not  .susceptible  to 
detection  by  the  radioisotopic  methods  employed.  As 
shown  in  2 of  our  ca.ses,  very  small  spleens  may  be 
positive  and  large  ones  negative.  It  is  al.so  noteworthy 
that  in  2 of  our  castis  small  accessory  spleens  were 
found  involved,  thendore  suggesting  that  exploration 
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should  not  he  considered  coinijh'le  until  a earelul  search 
for  such  organs  has  been  eoin[)let<‘d.  Lyn)[)h  noch-  scans 
[irovided  useful  information  in  that  findings  usually 
correlated  with  the  lyinphangiogranis.  'I'his  procedure 
is  especially  useful  in  patients  in  whom  lymphangio- 
graphy is  technically  unsuccessful. 

The  evident  disparity  hetw'cen  the  expected  liver 
involvement  in  9 cases  and  the  oidy  proven  instance 
in  which  this  w'as  documented  may  he  rtdated  to  tim 
fact  that  w<'  took  elevated  alkaline  phosphatase'  as  a 
possible  indicator  of  hepatic  involvement.  The  elevation 
of  the  serum  alkaline  phosphatase  in  our  younger  |)a- 
tients  may  have  been  due  to  the  fact  that  in  children, 
spurious  elevations  in  this  enzyme  are  known  to  occur 
(13).  However,  in  our  experience,  routim;  liver  lunction 
studies  are  very  unreliable  as  indicators  of  liver  in- 
volvement in  patients  with  Hodgkin’s  disease  and  other 
malignant  lymphomas.  Needle  biopsies  are  always 
subject  to  the  possibility  of  sampling  mistakes  even 
more  so  in  Hodgkin’s  disease  when'  liver  involvement 
may  he  discretely  nodular.  Liver  scans  add  little  due 
to  their  inability  to  pick  up  small  lesions,  so  that  an 
open  biopsy  becomes  almost  mandatory  before  deli- 
neating a definite  therapeutic  plan.  The  non-s[)«!cific 
round  cell  infiltration  found  in  the  [)ortal  spaces  of 
3 of  our  cases  with  otherwise  negatives  liv«'rs  remains 
an  unknown  factor  since  we  do  not  have  a clear 
understanding  of  its  significance.  Furthermore,  the 
period  of  follow  up  of  these  patients  has  not  been 
long  enough  to  determine  whether  recurrent  disease 
will  a})pear  and  if  it  does,  whetluir  it  will  h('  confined 
to  the  liver  or  not.  In  contrast  to  a r<'cent  report 
(2)  only  one  of  our  two  cases  with  [)ositive  lymphan- 
giogram  and  clinical  .splenomegaly  turned  out  to  have 
proven  disease  in  the  liver. 

In  our  experience  as  well  as  in  that  of  (Ilatslein 
el  al  (14)  existence  of  bilateral  cervical  disca.se  was  as- 
sociated with  presence  of  abdominal  involvement  in 
most  cases.  However,  unilateral  disea.se  and  most 
especially  disease  in  the  h'ft  cervical  area,  was  not 
associated  with  a high  degree  of  abdominal  involvement. 
On  the  other  hand,  abdominal  involvement  was  found 
in  4 of  f)  patients  who  had  tmaliastinal  disease.  Thcs(' 
findings  are  consistent  with  the  concejit  of  orderly 
[)rogressi(jn  of  dist'ase  adhered  to  by  several  investigators 
(15,19,17). 

F’reoperative  atid  postopcrativ<'  histopalhological  co- 
rrelati(jn  was  established  without  difficulty  in  most 
patients.  The  diagnosis  in  one  patient  changed  from 
lymphocytic  predominance  type  to  mixed  cellularitv 
which  according  to  Lukes  el  al  ( H5)  is  the  u.sual  pattern 


of  histoloijjical  evolution  as  the  disease  advance's. 

Upstaging  changers  were  primarily  due  to  the  litiding 
of  iinexpc'cli'd  sph'tiic  involvement;  (low  iislaging  was 
primarilv  dm'  to  inahilitv  to  corroborate  in  the  ah- 
doiiK'ii,  clinically  suspc'clcd  disease.  An  added  hcnclil 
of  laparotomy  even  in  ca.s('s  where  the  staging  was  not 
altered,  was  to  (h'linc  pro[)crlv  the  limits  and  extent  of 
di.scase  lor  a given  pati('nl.  This  was  possible'  in  two 
instance's. 

One  of  the  prohle'ins  associated  with  iriadiation 
of  the  s[ilccn  is  the'  possible  hazard  of  radiation  to  the 
lung,  breast  and  kidnev  since  the  exact  size  of  the  lie'ld 
to  he'  irradiated  is  usnallv  not  accuratciv  known.  I'.vcn 
when  splenic  contours  can  he'  delineated  h\  me'ansol  ;i 
scan,  movement  with  respirations  usnallv  makes  this 
organ  a difficult  radiation  target.  For  the'se  reasons 
and  to  pick  u|i  disease  dctcctahic  onlv  on  cut  surlacc, 
spicncctomv  was  pcriormed  in  cverv  patient.  There 
was  no  significant  morbidity  even  in  patients  who  had 
advance'd  abdominal  dise'ase'.  I’rcvious  reports  (19. 
20,  21,  22)  ol  splenectomy  for  hy[)crsplcnism  in  Hodg- 
kin’s dise'ase'  and  other  lyni|)h()mas  have  pointed  out 
the  hazards  of  this  procedure  esficcially  in  veiA  ill 
patients.  Therelore'.  we'  IccI  this  is  another  i-casou 
to  justilv  carlv  spicne'ctomv  in  this  disease.  In  ad- 
dition, the  surge'on  hv  placing  silver  clips  at  the'  splenic 
pe'dicb'  and  the  late'ral  border  ol  the  porta  hepatis.  e'lia- 
hl(!S  the  radiothe'rapist  to  deliver  curative  doses  ol 
radiation  to  the'  sph'nic  he'd  and  adjacent  stnictui'cs 
with  adcepiate'  shielding  of  .surrounding  ti.ssues.  The 
incieh'iice'  of  l<)ng  te'rm  complications  ol  this  procedure' 
in  patients  with  Hodgkin’s  disexise'  remains  to  he  se'e'U. 

Although  the'  numher  of  patie'uts  snhmitte'd  to  la- 
fearotomy  in  different  institutions  is  still  small,  re'- 
ported  delta  (3)  so  far  indicate  that  this  procedure  may 
not  onlv  he  advisable  hut  definitely  use'ful  ;md  m'ce'ssa- 
rv  in  order  tej  obtain  an  ultimate  cure  in  Hodgkin’s 
disease.  ()ur  e'xperience  in  a small,  unscle-ctcd  group 
ol  patients  lends  .support  to  this  coiice'pt.  WheThcr 
future  experience  in  other  Iviuphomas  mav  also  prove' 
as  rewarding  awaits  future'  inve'stigation.  A t'l'i'limina- 
ry  report  (2-3)  in  patients  with  noii-l lodgkin’s  lympho- 
mas has  already  documente'd  the'  value'  of  laparotomy 
in  such  case's. 

Suininary 

llm've'utful  ('xploratorv  laparotomy  and  splenecto- 
my was  perlorme'd  m e'ach  ol  20  con.secu  tiv  ('  [latients 
with  Hodgkin’s  dise'ase;  after  the  usual  staging  pro- 
cedures iucluding  ly  m(ihaugiography  , hone  marrow  e'x- 
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aiiiination,  intravenous  pyelography,  bone  survey  and 
scans  of  tlie  liver  and  spleen  had  been  performed.  Thir- 
teen patients  were  being  initially  evaluated  shortly 
after  diagnosis,  while  7 were  being  restaged  after 
varial)le  periods  (7  months  to  h years)  from  original 
diagnosis  had  elapsed.  Lymphangiograms  were  success- 
ful in  15  patients.  Of  the  4 positive  lymphangiograms, 
2 could  not  he  corroborated  at  laparotomy  and  4 of  the 
11  patients  with  negative  pre-operative  lymj)hangio- 
grams  were  found  to  have  abdominal  disease.  Of  the 
9 patients  in  whom  splenic  disease  was  suspected 
preoperatively  it  was  proven  in  otdy  3;  whereas  it 
was  found  in  5 of  the  11  in  whom  it  was  thought 
to  be  absent.  Only  one  liver  biopsy  was  positive  for 
Hodgkin’s  disease  although  3 showed  abnormal  round 
cell  infiltration  of  doubtful  significance.  The  staging 
of  11  patients  was  changed  after  laparotomy.  In  ad- 
dition, one  asymptomatic  patient  had  unsuspected 
abdominal  disease  detected  33  months  after  diagnosis. 
The  extent  of  known  disease  was  changed  in  2 addi- 
tional patients.  It  is  felt  that  laparotomy  is  essential 
for  the  accurate  staging  of  Hodgkin’s  disease. 
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MENINGEAL  LEUKEMIA:  CHALLENGE 
IN  DIAGNOSIS  AND  TREATMENT 


Involvement  of  the  central  nervous  system  has  been 
long  recognized  in  acute  leukemia  (1-4).  The 
neurologic  complications  in  this  disease  may  be  due  to 
intracranial  hemorrhage,  leukemic  cellular  infiltration, 
or  complicating  infections.  The  most  common  of  these 
results  from  leukemic  cellular  infiltration  of  the  menin- 
ges and  nerve  roots  causing  the  syndrome  of  meningeal 
leukemia  (5-8). 

Munro  (1)  in  1920  first  described  a mononuclear 
cellular  infiltrate  of  the  cerebellum,  spinal  cord,  and 
meninges  in  a patient  with  acute  leukemia  who  had 
signs  and  symptoms  suggesting  meningitis.  Infection 
of  the  meninges  was  excluded,  and  the  postmortem 
examination  revealed  edema  of  the  brain,  engorgement 
of  the  meninges,  and  absence  of  any  gross  hemorrhage. 
In  1934  Diamond  (3)  found  extensive  leukemic  infil- 
tration of  the  brain  and  meninges  in  two  children. 
He  also  observed  clinical  signs  of  CNS  leukemic  in- 
volvement in  7 of  14  other  patients  with  acute  leu- 
kemia. Schwab  and  Weiss  (4)  in  1935  found  that  18 
percent  of  146  cases  of  leukemia  collected  from  the 
medical  literature  had  some  involvement  of  the  me- 
ninges. 

Sullivan  (5)  in  1957  reported  that  meningeal  leuke- 
mia occurred  in  about  25  percent  of  all  cases  of  acute 
leukemia  in  children,  a figure  which  is  in  general  agree- 
ment with  that  reported  by  Hyman  (6)  and  Shaw  (7) 
in  1959  and  1960,  respectively.  In  a histopathologic 
study  of  117  consecutive  cases  of  acute  leukemia, 
Moore  et  al  (8)  showed  that  67  percent  of  the  patients 
had  leukemic  infiltration  of  the  dura,  and  30  percent 
had  infiltration  of  the  arachnoid  at  autopsy.  These 
authors  found  that  the  degree  of  leukemic  infiltration 
of  the  arachnoid  is  reflected  in  the  cerebrospinal  fluid, 
and  that  its  examination  should  therefore  allow  for 
early  recognition  and  treatment  of  this  complication. 
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The  purpose  of  this  paper  is  to  review  our  experience 
in  the  diagnosis  and  management  of  the  syndrome  of 
meningeal  leukemia. 

Material  and  Methods 

Forty-four  episodes  of  leukemic  meningitis  in  twenty  pa- 
tients with  leukemia  treated  at  the  University  Hospital  of  the 
University  of  Puerto  Rico  School  of  Medicine  in  Rio  Piedras, 
Puerto  Rico,  were  studied  in  the  last  five  years.  The  diag- 
nosis of  leukemia  had  been  established  by  the  clinical  picture 
and  examination  of  the  peripheral  blood  and  bone  marrow 
smear  in  all  patients.  Lumbar  punctures  were  performed  in 
the  lateral  decubitus  position  between  the  second  and  third 
lumbar  vertebrae  in  patients  who  had  a proven  diagnosis  of 
leukemia,  whenever  they  presented  with  history  of  persistent 
headache,  nausea,  vomiting  or  any  other  unexpected  neuro- 
logic signs  or  symptoms.  Sugar  and  protein  concentrations, 
cell  count,  and  smear  and  cultures  for  bacteria  and  fungi  in 
the  cerebrospinal  fluid  (CSF)  were  performed  by  routine 
methods,  A specimen  of  CSF  was  centrifuged  and  its  sedi- 
ment was  examined,  after  it  was  stained  with  Wright’s  stain  or 
touidine  blue,  for  identification  of  leukemic  cells.  Other 
diagnostic  tests  were  performed  whenever  the  clinical  picture 
warranted  it. 

All  patients  were  treated  with  intrathecal  amethopterin 
(Methothrexate)  alone  or  in  combination  with  other  moda- 
lities of  therapy.  A dose  of  0.2  to  0.4  mg/kg  body  weight, 
not  exceeding  15  mg,  was  administered  every  2 to  4 days, 
until  the  CSF  sediment  was  free  of  blast  cells,  as  long  as  the 
patient  remained  free  of  significant  side  effects  and  toxicity. 
Amethopterin  was  used  alone  in  6 episodes,  in  combination 
with  prednisone  in  28,  and  combined  with  prednisone  and 
radiotherapy  to  the  brain  and  spine  in  10.  The  dose  of 
prednisone  used  was  2 mg/kg  body  weight,  not  to  exceed 
80  mg  daily.  Radiation,  in  doses  of  800  to  1000  rads,  was 
administered  usually  as  an  adjuvant  in  some  of  the  cases 
of  recurrent  meningeal  leukemia  and  in  those  with  involve- 
ment of  the  nerve  roots  or  cranial  nerves. 

Results 

Forty-four  episodes  of  leukemic  meningitis  were 
diagnosed  and  treated  in  20  patients  from  November 
1964  to  July  1969.  Sixteen  patients  had  acute 
lymphoblastic  leukemia  (ALL),  two  acute  myeloblastic 
leukemia  (AML),  one  chronic  granulocytic  leukemia 
(CGL),  and  another  one  chronic  lymphocytic  (CLL). 
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The  group  included  15  females  and  5 males.  Their 
ages  ranged  from  2 to  37  years.  Fourteen  were  16 
years  of  age  or  younger.  These  data  are  summarized 
in  Table  1.  During  this  time  period  two  patients  with 
ALL  had  mumps  meningoencephalitis  diagnosed  clini- 
cally (not  confirmed  by  viral  studies).  Another  pa- 
tient had  what  seemed  to  be  a bacterial  meningitis 
with  many  polymorphonuclear  leukocytes  in  tlie  CSF. 
Smear  and  cultures  were  negative  for  bacteriae,  but  a 
good  response  to  antibiotic  therapy  was  obtained. 

Table  II  shows  the  frequency  of  episodes  of  menin- 
geal luekemia  in  our  patients.  The  number  of  episodes 
per  patient  varied  from  1 to  5,  with  mean  of  2.2.  The 
occurrence  of  meningeal  leukemia  did  not  vary  sig- 
nificantly with  age  nor  sex.  In  14  children  less  than 
16  years  of  age  the  mean  was  2,  while  in  6 adults 
it  was  2.7  episodes  per  patient.  However,  the  overall 
incidence  of  meningeal  leukemia  was  higher  in  children 
than  in  adult  patients  with  leukemia,  as  it  appeared 
in  14  of  53  (26  percent)  pediatric  patients  as  compared 
to  6 of  181  (3.3  percent)  adult  leukemia  cases. 

The  lapse  of  time  from  diagnosis  of  leukemia  to  the 
first  episode  of  meningeal  leukemia  varied  from  3 to 
27  months.  The  time  elapsed  before  the  first  episode 
occurred  in  the  two  cases  of  AML  was  only  5 and  6 
months,  respectively,  while  the  mean  in  the  16  cases 
of  ALL  was  12.7  months.  The  duration  of  symptoms 
referrable  to  the  CNS,  before  the  diagnosis  of  menin- 
geal leukemia  was  established,  varied  from  a few  hours 
to  one  month  in  those  patients  who  were  able  to  give 
clear  information.  One  patient  gave  a history  of  signs 
and  symptoms  suggestive  of  increased  intracranial  pres- 
sure for  7 months  before  she  was  referred  to  our  insti- 
tution where  the  diagnosis  was  established. 

The  most  important  signs  and  symptoms  in  our  pa- 
tients were:  headache,  nausea,  vomiting,  papilledema  or 
blurring  of  the  optic  discs,  nuchal  rigidity,  cranial  nerve 
palsies,  and  changes  in  personality.  Only  one  patient 
had  convulsions.  Table  III  presents  the  frequency 
of  the  signs  and  symptoms  encountered. 

The  CSF  pressure  was  not  measured  in  all  the  patients 
included  in  our  series,  but  it  was  elevated  above  200 
mm  water  in  those  patients  in  whom  it  was  recorded. 
The  CSF  leukocyte  count  varied  from  0 to  6,000  cells 
per  mm^,  with  a mean  of  793/mm^.  Eighty-five 
percent  of  the  patients  had  more  than  10  leukocytes/ 
mm^.  Leukemic  cells  were  identified  in  the  CSF  sedi- 
ment of  all  patients,  including  two  who  had  no  cells 
reported  in  the  routine  count.  Figures  1 and  2 show 
blast  cells  in  the  CSF  sediments,  stained  with  Wright’s 
stain  and  toluidine  blue,  in  two  patients  with  leuke- 


TABLE  I:  PATIENTS  WITH  MENINGEAL 
LEUKEMIA 


Patients  studied  20 

Acute  Lymphoblastic  16 

Acute  Myeloblastie  2 

Chronie  Lymphoeytic  1 

Chronie  Granulocytic  1 

Sex:  Females  15 

Males  5 

Age:  Range  2-37  yrs. 


TABLE  II:  FREQUENCY  OF  EPISODES 
OF  MENINGEAL  LEUKEMIA 


Per  Patient 

Mean 

2.2 

In  ehildren  < 16  yrs. 

2 

In  adults 

2.6 

In  females 

2.3 

In  males 

2.3 

Total  episodes  studied 

44 

TABLE  III:  INCIDENCE  OF  SIGNS  AND 
SYMPTOMS  IN  44  EPISODES  OF  MENIN- 
GEAL LEUKEMIA 


Percent 


Headache  75 

Nausea  and  vomiting  62 

Papilledema  or  blurring  of  optic  discs  35 

Nuchal  rigidity  or  resistance  30 

Fever  of  unknown  cause  20 

Cranial  nerve  palsies  18 

Sleepiness,  stupor  or  dizziness  15 

Irritability  15 

Visual  disturbances  13 

Positive  Kemig’s  and  Bmdzinki’s  signs  8 

Radicular  pains  8 

Weakness  of  extremities  5 

Hyperpbagia  and  excessive  weight  gain  5 

Convulsions  2 
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Figs.  1 & 2;  Blast  cells  in  the  CSF  sediments,  stained  with 
freight’s  stain  and  toluidine  blue,  in  two  patients  with  leukemic 
meningitis. 


TABLE  IV  (a):  CEREBROSPINAL  FLUID 
IN  MENINGEAL  LEUKEMIA 


Range 

Mean 

WBC 

0-6,000/cu  mm 

793/cu  mm 

Protein 

18-322  mg/ 100  ml 

64.4  mg/100  ml 

Sugar 

15-85  mg/ 100  ml 

48.5  mg/ 100  ml 

TABLE  IV  (b):  CEREBROSPINAL  FLUID 
IN  MENINGEAL  LEUKEMIA 


Leukemic  (blast)  cells  in  C S F sediment 

100  percent 

Semar  and  cultures  negative  for  bacteria. 

AFB  and  fungi 

100  percent 

WBC>10/m^ 

85  percent 

Sugar  < 45  mg/ 100  ml 

47  percent 

Protein  > 40  mg/100  ml 

41  percent 

TABLE  V:  CHEMOTHERAPEUTIC  AGENTS 
IN  USE  AT  ONSET  OF  MENINGEAL  LEU 
KEMIA 


Drug 

No.  of  Patients 

Amethopterin  (Metliotrexate) 

10 

6-Mercaptopurine  and  prednisone 

10 

Amethopterin  and  prednisone 

10 

6-Mercaptopurine  (Purinethol) 

6 

V incristine  sulfate  and  prednisone 

2 

Cyclophosphamide  (Cytoxan) 

1 

6-Mercaptopurine  and  amethopterin 

1 

Prednisone 

1 

None 

1 

mic  meningitis.  The  CSF  protein  concentration  ranged 
from  18  to  322  mg/100  ml  with  a mean  of  64.4  mg/100 
ml.  Fourteen  of  34  patients  (41  percent)  had  40  mg/ 
100  ml  or  more  protein  in  the  CSF.  The  CSF  sugar 
concentration  varied  from  15  to  85  mg/ 100  ml.  with 
average  of  48.5  mg/ 100  ml.  Sixteen  of  34  (47  per- 
cent) patients  had  less  than  45  mg.  sugar  per  100  ml. 
Smears  and  cultures  of  the  CSF  were  negative  for  bacte- 
ria and  fungi  in  all  the  patients  included  in  this  report. 
These  data  are  summarized  in  Table  IV-a  and  IV-h. 

Table  V reviews  the  type  of  chemotherapy  being 
used  at  the  time  of  onset  of  meningeal  leukemia  in 
43  episodes  studied.  In  one  case  these  data  were  not 
recorded.  In  ten  instances  the  patients  were  receiving 


oral  amethopterin  (Methotrexate)  only,  and  in  anotlier 
10  cases  amethopterin  was  being  given  in  combination 
with  prednisone.  Six  patients  were  receiving  6-mercap- 
topurine  (Purinethol)  alone,  and  10  received  the  latter 
along  with  prednisone.  Two  patients  were  receiving 
vincristine  sulfate  (Oncovin)  and  prednisone,  one  cy- 
clophosphamide (Cytoxan),  and  another  cyclophospha- 
mide and  prednisone.  One  received  6-mercaptopurine 
and  amethopterin,  and  another  6-mercaptopurine,  ame- 
thopterin and  prednisone  when  the  diagnosis  of  menin- 
geal luekernia  was  made. 

The  patient  with  chronic  lymphocytic  leukemia  was 
using  prednisone,  15  mg/day,  as  the  only  therapy  when 
she  developed  this  complication.  Twenty-three  of  the 
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44  episodes  of  meningeal  leukemia  occurred  in  patients 
who  at  that  time  were  receiving  prednisone  in  combina- 
tion with  other  chemotherapeutic  agents.  However,  in 
most  of  them  the  dose  was  small  as  it  was  being  tapered 
down  at  the  time.  Two  patients  were  receiving  corti- 
costeroids in  full  dose  (2  tng/kg  l)ody  weight)  in  an 
attempt  to  induce  a hematologic  remission  of  the  sys- 
temic disease  at  the  time  of  onset  of  the  meningeal 
leukemia.  In  twenty-eight  of  the  44  (63  percent)  epi- 
sodes the  patients  were  in  peripheral  and  bone  marrow 
remission  when  the  syndrome  of  leukemic  meningitis 
developed. 

Table  VI  shows  the  therapy  used  in  our  patients 
with  meningeal  leukemia. 

All  patients  responded  well  to  the  various  modali- 
ties of  therapy  used,  which  always  included  intrathecal 
amethopterin.  Response  was  not  complete  in  3 pa- 
tients who  had  cranial  nerve  palsies  and  in  2 with 
ophthalmoplegia  and  the  hypothalamic  syndrome,  but 
the  symptoms  cleared  up  subsequently  in  all  of  them. 
Their  clinical  response  did  not  seem  to  vary  signifi- 
cantly with  the  type  of  therapy  employed.  The  clinical 
picture  usually  improved  remarkably  with  the  perfor- 
mance of  the  lumbar  puncture  and  the  first  dose  of 
intrathecal  amethopterin,  with  the  exceplion  of  a few 
patients  who  began  responding  only  after  the  second 
or  third  dose.  All  patients  needed  2 to  6 doses  of 
amethopterin  intrathecally  to  eliminate  blast  cells  from 
the  CSF. 

The  duration  of  the  meningeal  leukemia  remission 
after  treatment  varied  from  one  to  10  months  with  a 
mean  of  3.5  months,  excluding  a patient  who  has  had 
an  unusually  long  remission  lasting  for  over  18  months. 
The  latter  case  was  treated  with  intrathecal  metho- 
trexate and  Prednisone  for  both  his  first  and  second 
episodes  of  meningeal  leukemia. 

In  those  patients  who  had  more  than  one  episode 
of  meningeal  leukemia,  the  first  remission  usually 
lasted  as  long  as  subsequent  ones,  regardless  of  the 
form  of  therapy  used.  Table  VII  presents  the  duration 
of  remissions  after  treatment  of  each  episode  of 
meningeal  leukemia,  in  those  patients  who  suffered 
multiple  episodes  of  this  complication. 

Myelosupression,  usually  causing  leukopenia  and/or 
thrombocytopenia,  was  the  most  commonly  encounter- 
ed side  effect  of  the  therapy  used.  It  occurred  more 
often  and  severely  in  patients  receiving  intrathecal  ame- 
thopterin in  combination  with  radiotherapy.  With- 
drawal of  the  therapy  with  amethopterin  for  a few 
days  or  a week  usually  was  enough  to  allow  recovery 
of  the  bone  marrow  and  to  permit  continuation  of 


further  tlierapy.  Alopecia  was  a constant  undesirable 
side  effect  of  radiation. 

TABLE  VI:  THERAPY  USED  FOR  MENIN- 
GEAL LEUKEMIA 

Intrathecal  amethopterin  (Metliotrexate)  6 

Intrathecal  amethopterin  and  oral  Prednisone  28 
Intrathecal  amethopterin,  oral  Predni.sone 

and  Radiotherapy  10 


TABLE  VII:  DURATION  OF  REMISSIONS 
AFTER  TREATMENT  OF  EPISODES  OF  ME- 
NINGEAL LEUKEMIA  IN  PATIENTS  WITH 
MULTIPLE  EPISODES 


Duration  of  Remissions 

in  montlis 

Case  No. 

1st 

2nd 

3rd 

1 

1.5 

2 

2 

2 

8 

18 

- 

3 

4 

3 

- 

6 

7 

4 

- 

8 

6 

2 

5 

13 

1 

2 

1 

18 

7 

10 

- 

19 

4 

4 

- 

Discussion 

The  incidence  of  central  nervous  system  (CNS) 
complications  of  leukemia  has  increased  since  the 
advent  of  effective  chemotherapy  against  this  disease 
(5-11).  Most  of  the  antileukemic  drugs  used  do  not 
cross  the  blood-brain  barrier  in  sufficient  quantities  to 
eliminate  the  leukemic  cells  from  the  brain  and  menin- 
ges. Careful  examination  of  the  CNS  at  autopsy  reveals 
involvement  by  the  leukemic  process  in  more  than  half 
of  the  cases  (8).  The  lesions  may  vary  from  macroscopic 
to  microscopic  in  size  and  may  involve  any  portion  of 
the  CNS.  Depending,  on  their  size  and  location,  leuke- 
mic infiltrations  in  the  CNS  may  produce  a great  variety 
of  signs  and  symptoms,  thus  presenting  challenging  pro- 
blems in  both  diagnosis  and  treatment  (1-11).  The 
clinical  incidence  of  meningeal  leukemia  in  our  pa- 
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tients  during  this  study  has  been  14  out  of  53  (26.4 
percent)  pediatric  cases,  and  6 out  of  181  (3.3  percent) 
adult  patients  for  an  overall  incidence  of  20  in  234 
(9  percent)  patients.  This  is  lower  than  the  incidence 
reported  in  larger  series  (5-11). 

Most  of  the  presenting  signs  and  symptoms  in 
meningeal  leukemia  are  caused  by  increased  intracranial 
pressure  (8).  The  increased  pressure  and  edema  result 
from  infiltration  of  the  arachnoid  at  the  base  of  the 
brain  obstructing  the  flow  of  CSF,  thereby  resulting 
in  communicating  hydrocephalus  (8).  Increased  for- 
mation of  CSF  due  to  infiltration  of  the  choroid 
plexus,  and  decreased  absorption  caused  by  perivas- 
cular infiltration  may  be  contributory  factors. 

The  potential  for  hematopoietic  activity  in  the 
choroid  plexus  has  been  demonstrated.  Kappers  (12) 
showed  hematopoiesis  in  the  choroid  plexus  and  lepto- 
meninges  of  the  human  embryo.  It  is  suggested  that 
the  same  stimulus  that  produces  abnormal  hemato- 
poiesis in  the  bone  marrow  and  other  parts  of  the 
reticuloendothelial  system  in  the  leukemic  state  may 
cause  a similar  response  within  the  CNS  (9). 

Meningeal  leukemia  has  been  described  predominant- 
ly in  children  who  as  a group  respond  better  to  antileu- 
kemic therapy  and  therefore  have  longer  survival  than 
adults  (5-11).  The  average  survival  after  the  diagnosis 
of  leukemia  was  established  in  our  children  was  20.1 
months,  and  in  the  adults  12  months,  if  we  exclude 
the  two  patients  with  chronic  leukemia,  and  an  acute 
case  with  an  exceptionally  long  survival.  Our  series 
includes  30  separate  episodes  in  14  pediatric  patients 
and  14  episodes  in  6 patients  above  16  years  of  age. 
An  interesting  observation  in  this  group  of  cases  was 
that  when  the  remission  of  the  first  episode  of 
meningeal  leukemia  in  a patient  was  a short  lasting 
one,  the  next  remissions  in  subsequent  episodes  of 
meningeal  leukemia  were  usually  short,  when  treated 
with  any  of  the  various  modalities  of  therapy  used 
in  this  study. 

Meningeal  leukemia  often  appears  in  patients  who 
are  in  hematologic  remission.  Twenty-eight  of  the 
44  (64  percent)  episodes  in  our  patients  occurred  when 
the  bone  marrow  was  in  remission.  It  has  been 
suggested  that  meningeal  leukemia  heralds  a relapse 
of  the  systemic  process  in  such  patients  (5-11).  Most 
of  the  patients  who  had  meningeal  leukemia  while  the 
bone  marrow  was  in  remission,  had  a recurrence  of  the 
meningeal  leukemia  before  exacerbation  of  the  systemic 
disease  took  place.  Therefore,  in  our  series  a patient 
treated  successfully  for  meningeal  leukemia  had  a higher 
chance  of  having  a recurrence  of  the  meningeal  infil- 


tration than  a bone  marrow  relapse  in  the  near  future. 

Slightly  over  half  of  the  patients  in  our  series  v/ho 
had  died  by  the  time  of  this  report,  had  lived  only 
50  percent  or  less  of  their  survival  period  by  the  time 
when  they  suffered  the  first  episode  of  meningeal 
leukemia.  This  is  in  disagreement  with  the  observations 
made  by  various  authors  who  have  concluded  that  me- 
ningeal leukemia  is  a late  complication  of  the  disease 
which  indicates  a relatively  far  advanced  point  in  the 
survival  period  of  the  patient  (5-11). 

The  patient  with  meningeal  leukemia  frequently 
presents  with  headache  and  nausea  and  vomiting, 
which  may  be  the  only  symptoms.  Unless  the  phy- 
sician has  a high  degree  of  suspicion  he  will  not  be 
able  to  diagnose  tliis  syndrome  in  this  early  period. 
Signs  of  meningeal  and  nerve  root  irritation,  papille- 
dema and  cranial  nerve  palsies  appear  later.  Changes 
in  personality,  disorientation,  convulsions  and  latera- 
lizing  signs  may  be  seen.  The  signs  and  symptoms 
in  our  patients  are  similar  to  those  reported  i.y  other 
autliors  (1-11). 

Examination  of  the  CSF  is  of  great  importance 
for  the  diagnosis  of  leukemic  meningitis  (8).  The 
pressure  is  generally  markedly  elevated  and  meningeal 
involvement  is  usually  reflected  by  the  presence  of 
spinal  fluid  pleocytosis  (5-11).  The  morphologic  fea- 
tures of  blast  cells  are  frequently  distinguishable  on 
routine  staining  of  the  CSF  sediment  with  Wright’s 
stain  or  toluidine  blue.  A variable  percentage  of  the 
cells  present  may  be  mature  mononuclear  cells. 

In  meningeal  leukemia  the  CSF  protein  concentra- 
tion is  usually  elevated,  and  the  sugar  concentration 
is  often  decreased  (5-11).  The  latter  is  supposedly 
utilized  by  the  metabolically  active  blast  cells,  thus 
causing  its  level  to  drop.  Patients  with  deep  involve- 
ment of  the  brain  and  less  widespread  meningeal 
involvement  may  have  only  minimal  alteration  in  the 
CSF  content  of  sugar,  protein  and  cells.  Efforts 
should  always  be  made  to  identify  blast  cells  in  the 
sediment  of  a large  volume  of  CSF.  We  must  empha- 
size the  importance  of  adequate  smears  and  bacterio- 
logic  studies  to  rule  out  bacterial  and  fungal  infections 
in  leukemic  patients  with  neurologic  manifestations. 
Viral,  bacterial  and  fungal  infections  of  the  CNS 
are  sometimes  difficult  to  rule  out,  but  the  presence 
of  blast  cells  in  the  CSF  sediment  establishes  the 
diagnosis  of  meningeal  leukemia. 

The  best  chemotherapeutic  agents  now  being  used 
for  induction  and  maintenance  of  systemic  remission 
of  leukemia  are  inadequate  to  prevent  or  treat  menin- 
geal leukemia,  with  the  possible  exception  of  corti- 
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costeroids  (5-1  I).  Meningeal  leukemia  occurred  in  all 
of  our  patients,  irrespective  of  tlie  type  of  chemo- 
therapy being  used.  Corticosteroids  are  the  only 
routine  systemic  treatment  of  some  value  in  the 
management  of  meningeal  leukemia.  But,  although 
initial  response  is  ofteii  dramatic,  improvement  is 
usually  not  maintained  for  more  than  a month,  and 
retreatment  is  usually  ineffective  (10). 

External  irradiation  of  the  CNS  has  some  value 
hut  relapse  occurs  rapidly  and  severe  side  effects 
result  thus  making  additional  courses  of  therapy  un- 
desirable (9,  10,  11).  Radiotherapy  is  particularly 
useful  when  there  is  involvement  of  deep  brain  struc- 
tures, cranial  nerves,  nerve  roots  and  cauda  equina 
(11). 

Aminopterin  was  the  first  chemotherapeutic  agent 
used  intrathecally  (13).  It  was  demonstrated  to  produce 
remissions  of  meningeal  leukemia  in  1954,  hut  it 
caused  significant  side  effects  in  a high  proportion  of 
cases.  Amethopterin  (Methotrexate)  is  the  most  widely 
used  drug  in  the  treatment  of  leukemic  meningitis  now 
(5-11).  It  is  effective  in  controlling  the  disorder  in  80 
to  100  percent  of  the  cases  when  given  intrathecally 
in  doses  of  0.2  to  0.5  mg/kg  body  weight  every  2 or 
3 days.  It  does  not  cause  any  significant  neurologic 
side  effects,  is  prompt  in  action,  and  may  be  effective 
on  repeated  usage,  although  eventually  it  becomes 
less  effective. 

Combination  therapy  using  intrathecal  amethopterin 
and  radiation  to  the  entire  cerebrospinal  axis  has  been 
proposed  to  achieve  additive  or  perhaps  synergisitic 
tlierapeutic  effect.  Sullivan  et  al  (5)  in  1959,  demons- 
trated that  both  the  CSF  and  symptomatic  remission 
rates  achieved  with  their  combination  were  superior 
to  those  of  any  other  regimen.  Unfortunately,  the 
duration  of  combination  therapy  induced  remission 
was  similar  to  that  of  control  groups  treated  with 
intrathecal  amethopterin  alone,  and  it  conferred  no 
advantage  which  would  compensate  for  tlie  resultant 
alopecia  and  myelosupression  which  appears  in  half 
of  the  children  so  treated  (11). 

Autopsy  data  indicate  that  leukemic  cell  infiltra- 
tion of  the  meninges  is  present  in  a number  of 
patients  at  death  despite  vigorous  therapy  against 
meningeal  leukemia  (8).  Therapy  fails  to  eradicate 
leukemic  cells  permanently  from  the  CNS  in  most 
patients. 

The  excellent  response  to  the  treatment  that  we 
used  in  our  patients  is  similar  to  or  better  than  that 
obtained  by  other  authors  (5,  6,  7,  9,  11). 


Summary 

Leukemic  cellular  infiltration  of  the  meninges  is  a 
common  complication  of  acute  leukemia  that  may 
present  challenging  problems  in  both  diagnosis  and 
treatment.  It  has  been  increasing  in  frequency  since 
the  advent  of  effective  chemotherapy  against  acute 
leukemia,  especially  in  children.  It  often  appears  in 
patients  who  are  in  hematologic  remission  causing 
signs  and  symptoms  of  increased  intracranial  pressure. 

Forty-four  episodes  of  leukemic  meningitis  in  20 
patients  with  leukemia  were  studied.  Twenty-eight 
of  44  (63  percent)  patients  were  in  peripheral  and 
bone  marrow  remission  when  this  syndrome  developed. 
The  most  common  signs  and  symptoms  in  our  patients 
were:  headache,  nausea  and  vomiting,  papilledema 

or  blurring  of  the  optic  disc,  nuchal  rigidity,  cranial 
nerve  palsies,  and  changes  in  personality.  The  CSF 
leukocyte  count  was  usually  elevated,  and  leukemic 
cells  were  identified  in  the  CSF  sediment  of  all  patients. 
Smears  and  cultures  of  the  CSF  for  bacteria,  AFB  and 
fungi  were  negative.  The  CSF  protein  was  over  40  mg/ 
100  ml.  in  14  of  34  (41  percent)  patients,  and  the  CSF 
sugar  concentration  was  below  45  mg/ 100  ml.  in  16  of 
34  (47  percent)  cases. 

Twenty-eight  patients  were  treated  with  intrathecal 
amethopterin  and  oral  prednisone;  10  with  intrathecal 
amethopterin,  oral  prednisone  and  radiotherapy  to  the 
brain  and  spine;  and  6 with  intrathecal  amethopterin 
alone.  Two  to  six  doses  of  amethopterin  were  needed 
to  eliminate  blast  cells  from  the  CSF.  All  patients 
responded  well  to  tlie  various  modalities  of  therapy 
used.  Their  clinical  response  did  not  seem  to  vary 
significantly  with  the  type  of  therapy  used.  The  dura- 
tion of  meningeal  leukemia  remissions  after  therapy 
varied  from  1 to  10  months  with  a mean  of  3.5  months. 
The  first  remission  usually  lasted  approximately  as  long 
as  subsequent  ones,  regardless  of  the  form  of  therapy 
used,  in  patients  who  suffered  more  than  one  episode 
of  meningeal  leukemia. 

Myelosupression,  usually  mild,  was  the  most  common 
side  effect  of  the  therapy  used  in  our  patients.  It  oc- 
curred more  often  in  patients  receiving  intrathecal  atne- 
thopterin  in  combination  with  radiotherapy  to  the  brain 
and  cerebrospinal  axis. 

The  results  obtained  in  the  treatment  of  this  group 
of  patients  are  as  good  as  the  best  published  by  other 
authors. 

Resumen 

La  infiltración  de  las  meninges  por  células  leucémicas 
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es  una  complicación  común  de  la  leucemia  aguda  y su 
diagnóstico  y tratamiento  representan  un  gran  reto  clíni- 
co. La  incidencia  de  este  síndrome  ha  aumentado  con- 
siderablemente en  los  últimos  años  debido  a que  el 
perfeccionamiento  de  la  terapia  de  leucemia  aguda  con 
quimioterapia  ba  prolongado  notablemente  la  sobrevida 
de  estos  pacientes,  especialmente  en  niños,  dando  lugar 
a la  aparición  de  esta  complicación.  Frecuentemente 
se  presenta  en  pacientes  que  se  encuentran  en  remisión 
bematológica  produciendo  síntomas  y signos  de  presión 
intracraneana  aumentada. 

Cuarenta  y cuatro  episodios  de  meningitis  leucémica 
en  veinte  pacientes  con  leucemia  ñieron  estudiados 
a través  de  un  período  de  cinco  años.  Veintiocho  de 
< tos  episodios  (63  por  ciento)  ocurrieron  en  pacientes 
t le  estaban  en  remisión  de  su  enfennedad  a juzgar 
I 3r  la  ausencia  de  síntomas  clínicos  y la  ausencia 
c : células  anonnales  (blastos)  en  la  sangre  periférica 
y médula  ósea. 

Los  síntomas  y signos  más  comunes  encontrados 
fueron:  cefalea,  náusea,  vómito,  papiledema  u oblite- 
ración del  borde  del  disco  óptico,  rigidez  nucal,  pará- 
lisis de  pares  craneanos,  y cambios  en  personalidad. 
El  hallazgo  de  laboratorio  más  importante  fue  !a  pre- 
sencia de  pleocitosis  en  el  fluido  cerebroespinal  (FCS) 
y la  identificación  de  células  leucémicas  (blastos)  en  el 
sedimento  del  fluido  cerebroespinal  (FCS)  de  todos  los 
pacientes.  Los  extendidos  y cultivos  del  FCS  para 
bacterias,  tuberculobacilos  y bongos  fueron  negativos. 
El  contenido  de  proteína  en  el  FCS  fue  más  de  40  mg/ 
100  mi  en  14  de  34  casos  (41  por  ciento),  y la  con- 
centración de  azúcar  fue  menor  de  45  mg/100  mi  en  16 
de  34  pacientes  (47  por  ciento)  con  controles  normales 
de  suero. 

Veintiocho  pacientes  fueron  tratados  con  adminis- 
tración intratecal  de  ametop terina  (“Methotrexate”)  y 
prednisona  oral;  10  con  ametopterina  intratecal,  pred- 
nisona  oral  y radioterapia  al  cerebro  y eje  cerebro- 
espinal; y 6 con  ametopterina  solamente.  Se  nece- 
sitaron de  2 a 6 dosis  de  esta  última  droga  para  eli- 
minar las  células  leucémicas  del  FCS.  Todos  los 
pacientes  respondieron  bien  a las  distintas  modali- 
dades de  terapia  usadas  y la  respuesta  clínica  no  varió 
significativamente  en  los  distintos  grupos.  La  dura- 
ción de  las  remisiones  de  la  meningitis  leucémica 
fue  de  1 a 10  meses  con  un  promedio  de  3.5  meses. 
La  primera  remisión  generalmente  duró  aproximada- 


mente tanto  como  las  subsiguientes  en  aquellos  pacien- 
tes que  sufrieron  más  de  un  episodio  de  esta  com- 
plicación, irrespectivo  del  tipo  de  terapia  usado. 

El  efecto  secundario  más  común  de  la  terapia  en 
nuestros  pacientes  fue  depresión  de  médula  ósea,  usual- 
mente leve.  Esta  depresión  ocurrió  con  mayor  fre- 
cuencia en  los  pacientes  que  recibieron  ametopterina 
intratecal  en  combinación  con  radioterapia  al  cerebro 
y eje  cerebroespinal.  Los  resultados  obtenidos  en  este 
grupo  de  pacientes  son  tan  buenos  como  los  publicados 
por  otros  autores. 

References 

1.  Munro,  E.  E.  H.;  Acute  myeloid  leukemia  simulating 
meningitis,  J.  A.  M.  A.  74:  603,  1920. 

2.  Fried,  B.  M.:  Leukemia  and  the  central  nervous  system, 
ivith  a review  of  30  cases  from  the  literature.  Arch.  Path. 
Lab.  & Med.  2:  23,  1926. 

3.  Diamond,  I.  B.:  Leukemic  changes  in  the  brain:  A report 
of  14  cases:  Arch.  Neurol,  and  Psychiat.  32:  118,  1934. 

4.  Shwab,  R.  S.,  and  Weiss,  S.:  The  neurologic  aspect  of 
leukemia.  Am.  J.  M.  Sc.  189:  766,  1935. 

5.  Sullivan,  M.  P.:  Intracraneal  complications  of  leukemia 
in  children.  Pediatrics  20:  757,  1957. 

6.  Hyman,  C.  B.,  Brubaker,  C.  A.,  and  Sturgeon,  P.:  In- 
tratliecal  Metlirotrexate  in  the  treatment  of  CNS  com- 
plications of  acute  leukemia.  Clin.  Res.  Proc.  7:  93,  1959. 

7.  Shaw,  R.  K.,  Moore,  E.  W.,  Freireich,  E.  J.  and  Thomas, 
L.  B.:  Meningeal  leukemia.  Neurology  10:  823,  1960. 

8.  Moores,  E.  W.,  Thoman,  L.  B.,  Shaw,  R.  K.,  and  Frei- 
reich, E.  J.:  The  central  nervous  system  in  acute  leuke- 
mia. A.  M.  A.  Archives  of  Internal  Medicine  105:  141, 
1960. 

9.  Pierce,  M.  /.;  Neurologic  complications  in  acute  leukemia 
in  children.  Ped.  Clinics  of  N.  A.  9:  425,  1962. 

10. Nieri,  R.  L.,  Burgert,  E.  0.,  and  Groover,  R.  V.:  Central 
nervous  system  complications  of  leukemia:  a Review; 
Mayo  Clin.  Proc.  43:  70,  1968. 

I ].  Sullivan,  M.  P.,  Vietti,  T.  J.,  Fernbach,  J.  J.,  Griffith, 
K.  M.,  Haddy,  T.  B.,  and  Watkings,  W.  L.;  Clinical 
investigations  in  the  treatment  of  meningeal  leukemia: 
radiation  therapy  regimens  vs.  conventional  intrathecal  me- 
thotrexate. Blood  34:  301,  1969. 

12.Kappers,  J.  A.:  Structural  and  functional  changes  in  the 
telencephalic  choroid  plexus  during  human  ontogenesis. 
In  Wolstenholme,  G.  E.  W.,  and  O’Connor,  Cecilia  M.: 
CIBA  Foundation  symposium  on  the  Cerebrospinal  Fluid: 
Production,  Circulation  and  Absorption.  Boston,  Little, 
Brown  & Company,  1958. 

13.Sansone,  G.:  Pathomorphosis  of  acute  infantile  leukemia 
treated  with  modern  therapeutic  agents:  Meningoleukemia 
and  Frohlich’s  Obesity.  Ann.  Pediat.:  183:  3,  1954. 


MEÜICOS  Y MEDICINA  PREHISPANICA 

EN  PUERTO  RICO 


Jorge  F.  Márquez,  MÜ 


La  raza  taina,  primitiva  habitante  de  Horicpién,  se 
extinguió  por  completo  en  aras  del  proceso  de 
conquista  y colonización  de  la  isla  por  parte  del  Imperio 
Español.  Este  le  arrancó  su  derecho  innato  de  vivir  y 
desarrollarse  como  pueblo,  aunque  el  taino  habia  hecho 
lo  mismo  con  el  indio  “iñeri”. 

Por  lo  primitivo  de  su  civilización,  las  huellas  que  el 
taino  ha  dejado  son  muy  escasas  y,  quizá  por  éso, 
desgraciadamente,  el  puertorriqueño  de  hoy  dia  poco 
piensa  en  él.  Me  hago  eco  del  Dr.  Quevedo  Báez  (]),. 
quien  en  su  obra  dice:  “Y  justos  y humanos  como 
somos,  al  mencionarlos  en  éstas  páginas,  rendir  un  tribu- 
to de  recuerdo  a los  que  fueron  vencidos  es  un  débito.” 

Concepto  de  la  enfermedad  en  el  indio  taino: 

El  pueblo  taino,  como  todos  los  pueblos  naturales, 
concibió  la  enfermedad  por  la  intervención  de  espiritus 
endemoniados.  Esta  creencia  se  encuentra  en  todas  las 
razas  primitivas.  Cuando  la  enfermedad  no  fuese 
achacable  a una  causa  externa  reconocible,  resultaba 
dificil  concebir  la  manera  de  tratarla;  entonces,  por 
derivación  natural  y elemental  del  pensamiento,  se  su- 
pone al  enfermo  atacado  por  un  elemento  invisible  que, 
actuando  de  cuerpo  extraño,  desarrolla  las  manifestacio- 
nes de  la  enfermedad.  Los  agentes  invisibles  de  la  en- 
fennedad  dentro  de  la  concepción  primitiva,  son  de  lo 
más  variado  y heterogéneo:  demonios,  espíritus  huma- 
nos o no,  influjos  astrales,  agentes  enviados  por  con- 
juros u obras  de  hechizo  (“mal  de  ojo”),  castigo 
impuesto  por  deidades  o antepasados  deificados,  los 
vientos  impuros,  etc.  Su  acción  no  suele  estar  bien  de- 
finida en  ningún  caso  y en  conjunto  dan  lugar  a una 
medicina  denominada  “demoníaca”. 

Llamaba  el  taino  “maboyas”  a los  fantasmas  noc- 
turnos, a quienes  atribuían  las  enfermedades  de  sus  hi- 
jos y mujeres.  Los  “maboyas”  eran  irradiaciones  de 
“Jurakán”,  el  espíritu  maligno  de  los  indo-antillanos 
(2). 

A éstos  espíritus  malignos  había  (jue  darles  una  forma 
tangible,  que  penetrase  en  los  sentidos  del  pueblo 
para  mejor  apreciar  su  concepto.  Y ésta  figura,  natural- 
mente, había  de  ser  terriblemente  fea,  de  aspecto  repul- 


sivo. Segi'in  el  Dr.  Stahl,  “la  efigie  del  espíritu  satánico 
era  representada  por  una  máscara  sujeta  a un  madero, 
cual  si  una  cabeza  desprendida  del  tronco  se  bubiese 
clavado  en  una  lanza,  pasando  de  la  base  a la  coronilla, 
separando  toda  la  parte  posterior  y quedándo  sólo  la 
cara;  las  órbitas  vacías,  la  nariz  cortada  y los  labios 
abultados.  Muchas  de  éstas  caras  o máscaras  se  han 
encontrado  en  éstas  islas.  Su  forma  grotesca  y contraída 
representa  la  cara  del  enfermo  en  acerbo  dolor,  el  es- 
pasmo en  el  período  álgido  o en  el  agónico”  (1). 
Esta  descripción  nos  trae  iruTiediatamente  a la  mente  las 
típicas  máscaras  de  Loíza  Aldea. 

El  taino,  el  más  feliz  de  los  seres,  sin  amo  y sin 
ley,  que  vagaba  a su  antojo  y vivía  a su  albedrío,  era 

en  realidad  un  esclavo  lleno  de  terror  para  lo  descono- 
cido e inexplicable,  supeditado  a los  espíritus  de  sus 
antepasados  que  le  rondan,  le  acosan  y pretenden  atraer- 
lo al  reino  de  las  tinieblas.  Con  un  sentido  apasionado 
de  vivir,  resultado  de  su  natural  instinto  de  conservación, 
busca  por  todos  los  medios  posibles  el  secreto  de  la 
muerte.  Consecuentemente  lucha  con  encono  para 
evitar  la  enfermedad,  amenaza  mortal  y continua  de 
origen  inexplicable. 

De  éste  cúmulo  de  pensamientos  y situaciones, 
surge  la  magia  médica.  Esta  sirve  para  defenderse 
contra  todo  elemento  ajeno  al  alcance  de  los  sentidos 
corporales  y que  se  supone  actúe  directa  o indirecta- 
mente en  el  estado  de  salud  del  individuo. 

La  práctica  de  la  magia  médica,  con  excepción  de 
algunos  ritos  especiales,  está  reservada,  en  todos  los 
pueblos  primitivos,  al  mago  o curandero  de  la  tribu. 
Es  pertinente  hacer  notar  que  es  regla  general  que  el 
puesto  recaiga  sobre  individuos  mejor  dotados,  con 
inteligencia  superior  al  nivel  medio  de  la  tribu,  buen 
sentido  crítico,  astutos,  de  carácter  audaz  y poco 
escrupulosos  en  el  uso  de  los  medios  precisos  para 
conseguir  su  objeto. 

El  Médico  Taino: 

El  sacerdote  era  generalmente  el  médico  entre  los 
tainos.  Se  ha  llamado  de  distintas  formas,  según  dis- 
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tintos  autores:  el  Padre  Las  Casas  lo  llama  “behique” 
o “bohique”;  según  Mártir  de  Anglería,  “bobicio”; 
según  Gomara,  “boiti”;  según  Rafinesque,  “bobito”; 
según  Pane,  “buhiutihu”;  según  Quevedo  Báez,  “buhi- 
ti”.  Toda  ésta  variedad  es  debida  a que  las  variaciones 
del  dialecto  y el  oído  del  intérprete  variaban  el  dele- 
treo, pero  parece  que  su  significado  primitivo  era  “hom- 
bre anciano  de  experiencia”.  Para  precisar  la  fonética, 
según  Coll  y Tosté  debiera  escribirse  “bojike”. 

A la  usanza  de  todo  pueblo  primitivo,  el  bobique 
debe  haberse  adornado  con  una  esplendorosa  vestidura 
de  pies  a cabeza.  El  Dr.  Quevedo  Báez  aventura  la 
opinión  de  que  nuestros  bohitis  se  adornarían  con  pieles 
de  pájaros,  murciélagos,  peces,  lagartos,  sapos  y culebras, 
caracoles  y plumas,  uñas  de  grandes  pájaros,  huesos, 
dientes,  espinas,  hojas  y raíces  disecadas,  frutas,  semillas 
y piedras  de  forma  y color  raros.  Ataviados  en  éstos  or- 
namentos y de  tan  extravagante  manera,  la  sugestión 
de  los  concurrentes  era  completa,  realzada  por  el  ruido 
infernal  de  los  instrumentos,  el  rito  de  danzas  y el  cánto 
monótono.  Nos  narra  Coll  y Tosté  que  cuando  el  bohi- 
que iba  a impetrar  los  augurios  de  la  divinidad,  solía 
hacerse  en  la  piel  grandes  fajas,  alternas,  con  el  teñido 
del  jugo  negruzco  de  la  “jagua”.  Entre  ciertos  indios 
antillanos,  “el  médico  andaba  vestido  distintamente 
de  los  demás  y sin  cabello,  excepto  que  se  dejaba 
dos  guedijas  en  las  sienes,  que  se  atan  por  debajo  de 
la  barbilla.  Curan  a los  heridos,  entierran  a los  muertos 
y no  comen  carne”  (3). 

Y,  ¿cómo  se  preparaba  el  indio  taino  para  ser 
médico?  Nuestros  historiadores  nada  nos  dicen,  pero 
en  los  escritos  de  López  de  Gómara  se  encuentra  un 
breve  pasaje  que  nos  habla  del  “piache”,  médico  brujo 
del  indio  Cumaná  de  Venezuela.  Siendo  de  la  misma 
raza  y cultura  del  taino,  podemos  aplicar  ésto  a nuestro 
bohique.  “Llevan  precio  por  curar  y adivinar,  y así 
son  ricos.  Van  a los  banquetes,  pero  se  sientan  aparte 
y por  sí,  se  embriagan  terriblemente,  y dicen  que,  cuanto 
más  vino,  más  adivino.  Gozan  de  la  flor  de  las  mujeres, 
pues  les  dan  que  prueben  las  novias.  No  curan  a pacien- 
tes y nadie  puede  curar  si  no  es  piache;  aprenden  la 
medicina  y la  mágica  desde  muchachos,  y en  dos  años 
que  están  encerrados  en  los  bosques,  no  comen  cosa 
de  sangre,  no  ven  a mujer,  ni  aún  a sus  madres  y sus 
padres;  no  salen  de  sus  chozas  o cuevas;  van  a ellos  de 
noche  los  maestros  y piaches  viejos  a enseñarles. 
Cuando  acaban  de  aprender,  o ha  pasado  el  tiempo  del 
silencio  y soledad,  toman  testimonio  de  ello  y comien- 
zan a curar  y dar  respuestas  como  doctores”. 

El  bohique,  curandero  augur,  cuidaba  como  agorero 
de  los  ritos  y ceremonias  religiosas;  y como  rnédico. 


de  la  salud  de  los  miembros  de  la  tribu.  Atendía  tam- 
bién a la  educación  de  los  niños  en  lo  correspondiente 
a enseñarles  los  “areytos”  o romances  históricos  para 
que  conservaran  en  sus  memorias  las  hazañas  de  sus  an- 
tepasados. Era  ayudado  en  ésta  labor  por  la  música. 
Un  recitado  monótono  con  alguna  nota  discordante 
y su  obligado  estribillo  era  la  canción  boriqueña. 
Acompañaba  al  areyto  el  ritmo  cadencioso  del  tambo- 
ril o “maguey”  y el  ruido  de  la  sonaja  hecha  con  una 
“higuera”  pequeña,  con  piedras  dentro,  la  “maraca”. 
A la  recitación  del  areyto  se  unía  la  danza  o “ara- 
guaco”.  También  era  costumbre  del  bohique  preparar 
los  jóvenes  indios  que  habrían  de  sustituirle  en  el  ejer- 
cicio de  la  hechicería  y medicina.  El  bohique  practi- 
caba el  ayuno  para  tener  propicia  a la  divinidad  y obli- 
gaba a sus  discípulos  a practicarlo  también. 

Nos  narra  Krickberg  (4)  que  cuando  los  tainos 
querían  entrar  en  contacto  con  el  mundo  de  los  espí- 
ritus, echaban  en  una  bandeja  rapé  y lo  aspiraban  por 
medio  de  un  tubo  para  trasponerse  a un  estado  visio- 
nario. Originalmente,  éste  acto  era  privilegio  del  sa- 
cerdote-brujo, que  también  se  encargaba  de  los  sacri- 
ficios ante  los  “cernís”. 

El  Diagnóstico: 

Según  el  Dr.  Quevedo,  los  pueblos  naturales,  al  igual 
que  el  indio  nuestro,  carecen  de  conocimientos  para 
establecer  un  diagnóstico  de  las  enfermedades;  en  lugar 
de  ésto  se  emplean  conceptos  místicos  y fantásticos. 
En  algunos  de  ésos  pueblos,  sin  embargo,  se  traslucen 
débiles  rayos  de  distinciones  entre  grupos  de  enferme- 
dades o de  manifestaciones  morbosas.  Para  el  esclare- 
cimiento de  éste  punto,  hemos  de  valernos  de  los  amu- 
letos, talismanes,  ídolos  y figuras  esculpidas  en  piedra 
que  constituían  el  arsenal  terapéutico  de  un  místico 
procedimiento  curativo.  Difícil  tarea  sería  sacar  de 
éstos  objetos  deducciones  metódicas  y útiles  acerca 
de  su  empleo  en  enfennedades  determinadas,  con- 
jurando el  buhiti  al  espíritu  satánico  por  medio  de 
ellos.  Absurdo  sería  no  conceder  al  médico  indio  la 
facultad  de  distinguir  un  escalofrío  o alta  fiebre  de  una 
disentería,  una  diarrea  de  un  reumatismo,  una  cefa- 
lalgia de  otra  neuralgia  cualquiera,  una  oftalmía  de  una 
enfermedad  pulmonar,  una  dermatitis  de  una  hemo- 
rragia y así  sucesivamente. 

El  diagnóstico  no  siempre  lo  establecía  el  médico 
directamente  sino  que  evocaba  a los  espíritus  represen- 
tados en  forma  de  animales  repulsivos,  dirigiendo  un 
canto  de  exorcismo  en  las  direcciones  diversas  de  los 
cuatro  puntos  cardinales.  Los  concurrentes  al  acto 
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contaban  con  el  médico,  imaginándose  la  presencia 
de  los  animales.  En  la  ceremonia  el  médico  ejecutaba 
actos  misteriosos,  hablaba  a los  espíritus,  los  que 
descubrían  la  enfermedad,  aconsejaban  el  tratamiento 
y se  encargaban  de  expulsar  o destruir  el  espíritu 
maligno  que  se  había  posesionado  del  enfermo,  auxi- 
liando así  al  médico  que  en  adelante  quedaba  hecho 
cargo  del  paciente. 

Distintas  Formas  de  las  Curas: 

Dice  Mártir  de  Anglería  (5):  “Los  boicios  se  obli- 
gaban a ayunar  y a purgarse  cuando  se  encuentran  al 
cuidado  de  un  principal  y comen  una  yerba  que 
embriaga,  la  cual,  cuando  la  sorben  en  polvo,  ponién- 
dose furiosos  cual  vacantes,  se  les  oye  decir  que  han 
oído  de  los  “cernís”  muchas  cosas.  Al  enfermo  le 
visitan  tomándo  en  la  boca  un  hueso  o una  piedrecita 
y un  pedacito  de  carne  y echan  del  hemiciclo  a todos, 
excepto  uno  o dos  que  el  mismo  enfermo  escoja.” 

“El  bohicio  da  tres  o cuatro  vueltas  alrededor  del 
personaje,  estirándo  los  labios,  la  cara,  las  narices; 
con  feos  gestos  le  alienta  en  la  frente,  sienes  y cuello, 
aspirando  el  aliento  del  enfermo.  Después  de  ésto, 
dice  que  extrae  la  enfermedad  de  las  venas  del  enfermo 
diciendo;  “Mira  lo  que  te  habías  comido  sobre  lo  ne- 
cesario; te  pondrás  bueno  porque  te  lo  he  quitado”. 
Pero  SI  quiere  engañar  al  enfermo  más  gravemente,  le 
persuade  que  está  enojado  el  cerní,  o porque  no  le  eri- 
gió un  templo,  o no  le  dio  bastante  culto  religioso 
o no  le  dedicó  una  fiesta.” 

Según  el  Dr.  Coll  y Tosté:  “Cuando  sus  auxilios 
eran  solicitados  para  un  paciente,  empezaba  el  bohique 
por  sugestionar  al  enfermo,  haciendo  una  invocación 
a los  espíritus.  Hecha  la  invocación  al  cerní  (algún 
muñeco  de  piedra,  barro,  madera  o algodón,  que  no 
faltaba  como  Dios  penate  en  la  choza  indo-antillana), 
empezaba  el  bohique  a reconocer  al  enfermo.  Entre 
las  maneras  que  tenía  de  curar  a los  enfermos  descolla- 
ba el  masaje.  Empezaba  por  los  hombros  y brazos, 
continuaba  por  todo  el  cuerpo  y terminaba  por  las 
piernas,  estregándolo  siempre  y soplándo.  Si  considera- 
ba al  enfermo  muy  malo,  daba  órdenes  a los  parientes 
que  lo  sacaran  del  “Bohío”  y lo  llevaran  al  monte. 
Allí  lo  acomodaban,  le  dejaban  algunas  vasijas  con  agua 
fresca  y algunas  cosas  de  comer.  Y de  cuando  en  cuando 
iban  a lavarlo  con  agua  fría  por  lo  adicto  que  eran  a las 
abluciones  corporales,  o por  costumbre  o por  supersti- 
ción, creyendo  que  el  agua  tenía  la  virtud  de  limpiar 
los  pecados  y dar  sanidad  corporal”. 

En  cuanto  a éste  exilio  de  los  enfermos  graves,  según 
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Fray  Bartolomé  de  Las  Casas  los  mismos  enfermos 
solicitan  ser  llevados  a un  paraje  solitario  para  morir 
sin  acongojarse  al  separarse  de  su  mujer  e hijos.  Era 
el  instinto  del  hombre  primitivo,  que  les  impulsaba 
a esconderse  de  las  miradas  de  sus  semejantes  y a 
tenderse  detrás  de  una  roca  o bajo  un  arbusto  a 
morir.  También  se  cree  que  ésta  costumbre  podía 
obedecer  al  temor  supersticioso  que  tenían  los  indios 
a las  “hupías”  u “opias”,  es  decir,  al  espíritu  del  en- 
fermo, tanto,  que  cuando  el  doliente  moría  en  la  casa, 
la  abandonaban  y se  mudaba  la  familia  a vivir  en  otra 
y a veces  hasta  la  quemaban.  Las  Casas  supone  también 
que  ésta  costumbre  pudo  haberse  originado  en  las  cos- 
tumbres de  los  pueblos  de  la  antigüedad,  que  exponían 
en  las  encrucijadas  a los  enfermos  para  que  los  caminan- 
tes los  vieran  y pudieran  aconsejarle  alguna  medicina 
que  los  curase. 

Según  López  de  Gómara;  “Ya  podéis  pensar  como 
eran  los  tales  sacerdotes  del  diablo,  a los  que  llaman 
bohitis;  también  ellos  están  casados  con  muchas  mu- 
jeres, como  los  demás,  excepto  que  andan  vestidos 
en  otra  forma  distinta.  Poseen  gran  autoridad  por  se 
médicos  y adivinos  con  todos,  aunque  no  dan  res- 
puesta ni  curan  sino  a gente  principal  y señores.  Cuan- 
do han  de  adivinar  y responder  a lo  que  se  les  pregunta, 
comen  una  hierba  que  llaman  “cahoba”,  molida  o por 
moler,  o toman  el  humo  de  ella  por  las  narices,  y con 

ello  pierden  el  seso  y se  les  presentan  mil  visiones. 
Acabada  la  furia  y virtud  de  la  hierba,  vuelven  en  sí. 
Cuenta  lo  que  ha  visto  y oído  en  el  consejo  de  los 
dioses,  y dice  que  será  lo  que  Dios  quisiere;  empero, 
responde  a placer  del  preguntador,  o por  términos 
que  no  se  les  pueden  cojer  en  palabras,  que  así  es  el 
estilo  del  padre  de  la  mentira.  Para  curar  algo,  tam- 
bién toman  de  aquella  hierba  cahoba  que  no  la 
hay  en  Europa;  se  encierran  con  el  enfermo,  lo  rodean 
tres  o cuatro  veces,  echan  espumarajos  por  la  boca, 
hacen  mil  visajes  con  la  cabeza  y soplan  luego  al  pa- 
ciente, chupándole  por  el  tozuelo,  diciéndole  que  le 
saca  por  allí  todo  el  mal.  Le  pasa  después  muy  bien 
las  manos  por  todo  el  cuerpo  hasta  los  dedos  de  los 
piés,  y entonces  sale  a echar  la  dolencia  fuera  de  la 
casa,  y algunas  veces  muestra  una  piedra,  hueso  o 
carne  que  llevaba  en  la  boca  y dice  que  así  sanará, 
puesto  que  le  sacó  lo  que  causaba  el  mal;  las  mujeres 
guardan  aquellas  piedras  como  reliquias  santas,  para 
bien  parir.” 

Fray  Ramón  Pané  (6)  escribe:  “Cuando  van  los 
buhitihus  a visitar  algún  enfermo,  antes  que  salgan 
de  su  casa  toman  hollín  de  los  pucheros,  o carbón 
molido,  y se  ponen  toda  la  cara  negra,  para  hacer 
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creer  al  enfermo  lo  que  bien  les  parece  de  su  enfer- 
medad; luego  cojen  algunos  huecesillos  y un  poco 
de  carne.  Y envolviendo  todo  ello  en  alguna  cosa, 
para  que  no  se  caiga,  se  lo  meten  en  la  boca,  estando 
ya  el  enfermo  purgado  con  el  polvo  que  ya  hemos 
dicho.  Entrado  el  médico  en  casa  del  enfermo,  se 
sienta  y callan  todos;  y si  hay  niños  los  echan  fuera, 
para  que  no  impidan  hacer  su  oficio  al  buhitihu,  no 
quedando  en  la  casa  sino  uno  o dos  de  los  más  prin- 
cipales. Y estando  así  solos,  toman  algunas  hierbas 
del  “gueyo”,  y otra  hierba,  envuelta  en  una  hoja  de 
cebolla,  media  cuarta  de  larga;  la  de  las  hierbas  del 
gueyo  es  la  que  toman  todos  comunmente,  y amasada 
con  la  mano,  la  reducen  a pasta;  y luego  se  la  ponen 
en  la  boca  por  la  noche  para  vomitar  lo  que  han  co- 
mido, a fin  de  que  no  les  haga  daño.  Entonces  co- 
mienzan a entonar  el  canto  susodicho;  y tomando 
una  antorcha  beben  aquel  jugo.  Hecho  ésto  lo  prime- 
ro, después  de  estar  algún  tiempo  quieto,  se  levanta 
el  buhuitihu,  va  hacia  el  enfermo  que  está  solo  en 
medio  de  la  casa,  como  se  ha  dicho,  y dá  dos  vueltas 
en  tomo  a él,  como  le  parece;  y luego  se  le  pone 
delante,  y lo  coje  por  las  piernas,  palpándolo  desde 
los  muslos  a los  piés;  después  tira  de  él  con  fuerza, 
como  si  siquiera  arrancar  alguna  cosa.  Va  a la  puerta 
de  la  casa,  la  cierra,  y le  habla  diciendo;  “Márchate 
a la  montaña,  o al  mar,  o adonde  quieras”,  y con  un 
soplo,  como  quien  sopla  una  paja,  se  vuelve  una  vez 
más,  junta  las  manos  y cierra  la  boca;  y le  tiemblan 
las  manos,  como  cuando  se  tiene  mucho  frío;  y se 
las  sopla,  y aspira  el  aliento,  como  cuando  se  chupa 
el  tuétano  del  hueso,  y sorbe  al  enfermo  por  el  cuello, 
o por  el  estómago,  o por  la  espalda,  o por  las  mejillas, 
o por  el  pecho,  o por  el  vientre,  o por  muchas  partes 
del  cuerpo.  Hecho  ésto,  comienza  a toser  y hacer 
visajes,  como  si  hubiese  comido  alguna  cosa  amarga, 
y escupe  en  las  manos  y saca  lo  que  hemos  dicho 
que  en  su  casa,  o por  el  camino,  se  había  metido  en  la 
boca.  Y si  es  cosa  de  comer,  dice  al  enfermo,  “Has  de 
saber  que  te  has  comido  una  cosa  que  te  ha  producido 
el  mal  que  padeces.  Mira  como  te  la  he  sacado  del 
cuerpo,  donde  tu  cerní  te  la  había  puesto  porque 
no  le  hiciste  oración”.  Y si  es  piedra,  le  dice; 
“Guárdala  muy  bien”.  Y algunas  veces  tienen  por 
cierto  que  aquellas  piedras  son  buenas,  y ayudan  a 
hacer  parir  a las  mujeres,  y las  tienen  muy  guardadas 
y envueltas  en  algodón,  poniéndolas  en  cestillas.” 

Abbad  y Lasierra  (7)  dice  que;  “cuando  algún 
cacique  o indio  principal  enfermaba,  llamaban  al  mé- 
dico o buhiti,  el  cual,  después  de  muchas  supersticiones 
ridiculas,  se  purgaba  y guardaba  la  misma  dieta  que  el 


enfermo”  y más  adelante  cuenta  que;  “si  había  algún 
enfermo  se  hacía  un  baile,  como  remedio  eficaz  para 
recuperar  la  salud,  y si  el  paciente  no  podía  resistir 
la  fatiga  del  ejercicio,  el  médico  o buhiti  danzaba  por 
él.  Cuando  veían  que  los  enfermos  estaban  próximos  a 
morir,  los  ahogaban  aunque  fueran  caciques.” 

En  ésta  forma  describen  nuestros  historiadores  la 
primitiva  y pintoresca  ceremonia  con  que  el  bohique 
indo- antillano  adornaba  su  papel  de  médico.  Es  notable 
el  hecho  de  que  éstos  mismos  elementos  ceremoniales 
se  encuentran  en  todas  las  razas  prehistóricas  y también 
en  las  tribus  primitivas  de  nuestra  época.  No  solo  se 
encuentran  entre  los  pueblos  incultos,  sino  que  invaden 
civilizaciones  como  la  nuestra.  Es  grande  la  cantidad 
de  brujos  y curanderos  que  hallamos  aquí  actualmente 
en  Puerto  Rico.  Cada  uno  de  ellos  con  su  selecta  y 
numerosa  clientela.  Y entre  esta  clientela  se  encuentran 
personas  de  todas  las  clases,  desde  la  más  baja,  hasta  la 
más  alta.  Y no  es  éso  todo;  ya  dichos  charlatanes  están 
trabajándo  abiertamente  y cuentan  con  el  apoyo  de  la 
prensa,  la  radio,  la  televisión  y del  público  en  general. 
Es  increíble  que  en  una  era  de  tanto  adelanto  científico 
y técnico,  encontremos  a la  par  un  tremendo  aumento 
en  las  primitivas  supersticiones  de  la  magia.  Así  que 
nuestro  antiguo  bohique  se  ha  transformado  en  el 
moderno  y refinado  astrólogo  o parapsicólogo.  Pero 
volvamos  al  médico  taino. 

Y ¿si  el  enfermo  tratado  por  el  bohique  moría?  Se- 
gún Pané,  la  suerte  que  le  esperaba  al  médico  no  era 
envidiable.  Nos  narra  que:  “Se  reunían  un  día  los 
parientes  del  muerto,  y esperaban  al  susodicho  buhui- 
tihu, y les  daban  tántos  palos  que  le  rompen  las  piernas, 
los  brazos  y la  cabeza,  machacándolo  todo,  y lo  dejan 
así  creyéndo  haberlo  muerto.  A la  noche  dicen  que 
vienen  muchas  culebras  de  diversas  clases,  blancas, 
negras  y verdes,  y de  otros  muchos  colores,  las  cuales 
lamen  la  cara  y todo  el  cuerpo  del  médico  que  dejaron 
por  muerto,  como  hemos  dicho.  El  cual  se  está  así 
dos  o tres  noches;  y mientras  está  así  dicen  que  los 
huesos  de  las  piernas  y de  los  brazos  vuelven  a unirse 
y se  sueldan,  y que  se  levanta,  camina  despacito,  y 
vuelve  a su  casa.  Los  que  lo  ven  le  interrogan  diciéndo- 
le,  “¿No  estabas  tú  muerto?  ”;  pero  él  responde  que 
los  cemíes  fueron  en  su  auxilio  en  forma  de  culebras. 
Y los  familiares  del  muerto,  muy  airados  porque  creían 
haber  vengado  la  muerte  de  su  pariente,  viéndolo  vivo 
se  desesperan,  y procuran  echarle  mano  para  darle 
muerte;  y si  lo  pueden  cojer  otra  vez,  le  sacan  los 
ojos  y le  rompen  los  testículos;  porque  dicen  que 
ninguno  de  éstos  médicos  puede  morir  por  muchos 
palos  y golpes  que  le  den,  si  antes  no  le  arrancan  los 
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testículos.” 

Personalmente  creo  que  ésta  narración  de  Fray 
Ramón  Pane,  en  cuanto  a la  actuación  de  los  parien- 
tes del  difunto,  no  debió  haber  sido  cosa  muy  común. 
Como  ya  se  ha  establecido,  el  bohique  era  un  persona- 
je de  gran  perspicacia  y agudeza  mental,  un  verdadero 
psicólogo  para  el  que  debe  haber  sido  tarea  fácil  en 
descargar  su  responsabilidad  en  cuanto  a la  muerte 
del  paciente,  ya  fuera  achacándole  ésta  a los  malos 
espíritus,  a hechizos  de  otras  personas  de  la  tribu,  a 
castigo  por  parte  del  cerní,  etc. 

Según  López  de  Gómara;  “si  el  enfermo  muere, 
no  les  faltan  excusas,  que  igual  hacen  nuestros  médicos, 
pues  no  hay  muerte  sin  achaque,  como  dicen  las  viejas; 
más  si  hallan  que  no  ayunó  ni  guardó  las  ceremonias 
que  se  requieren  para  tal  caso,  castigan  al  bohiti.” 

Métodos  de  Tratamiento: 

Muy  poco  sabemos  del  empleo  de  plantas  o drogas 
en  la  medicina  taina,  aunque  es  posible  que  conocieran, 
si  bien  acompañada  de  poco  discernimiento,  la  eficacia 
de  algunas,  conocimiento  adquirido  y conservado  a fuer- 
za de  experimentos. 

Oviedo  dice  que:  “éstos  (los  bohiques),  por  la  mayor 
parte,  eran  grandes  herbolarios  o tenían  conocidas  las 
propiedades  de  muchos  de  nuestros  árboles,  plantas  y 
hierbas;  y como  sanaban  a muchos  con  tal  arte,  tenían- 
les en  gran  veneración”. 

Quevedo  Báez  apunta;  “Que  nuestra  flora  abunda  en 
plantas  medicinales  es  muy  sabido.  Las  numerosas  espe- 
cies de  malváceas  son  emolientes  o mucilaginosas;  los 
bulbos  de  las  liláceas  y las  raíces  de  las  asclepias  y otras 
plantas  están  dotadas  de  propiedades  eméticas;  muchas 
cesalpíneas  tienen  hojas  o granos  purgantes;  otras  son, 
al  contrario,  astringentes;  abundan  las  frutas  ácidas  y 
refrescantes;  las  raíces  de  las  palmas  y del  cupey  son 
diuréticas;  los  “yaros”  son  irritantes  y cáusticos;  las 
labiadas  son  estimulantes;  el  cupey,  la  javilla  y otras 
segregan  resinas  y gomas  y,  así  sucesivamente,  nos 
encontramos  rodeados  de  una  vegetación  variada,  rica, 
exuberante  y dotada  de  propiedades  que  es  increíble 
que  fuesen  totalmente  desconocidas  del  indio  salvaje 
que  vivía  en  íntima  relación  con  ella  y necesitaba 
apelar  a este  recurso,  único  de  que  podía  disponer  en 
las  apremiantes  circunstancias  de  enfermedades,  lesiones, 
etc.”. 

Hablándo  de  los  indios  guaranis,  y lo  mismo  puede 
decirse  del  taino,  Bertoni  afirma:  “La  medicina  popular 
es  tradicional.  Su  origen  se  remonta  a las  antiguas 
épocas  en  que  nuestro  virgen  suelo  solo  era  poblado 


por  esas  tribus  que,  descendiendo  del  litoral  de  las 
Antillas,  ocuparon  las  diversas  regiones  del  Brasil  y 
Paraguay.  Tenían  su  medicina,  conocían  bien  los 
medicamentos  vegetales  que  en  todas  partes,  la  natura- 
leza les  ofrecía  y sabían  aplicarlos  de  manera  beneficio- 
sa.” 

Según  A.  Tió  (7)  el  bohique  curaba  la  forma  atenua- 
da de  la  sífilis  o posiblemente  el  pian  con  un  cocimien- 
to del  “guayacán”.  Se  purgaban  con  el  manzanillo, 
“guao”,  “anacacuita”,  “guayabo”  y “guaco”.  Usaban 
la  “cuasia”  y la  “aguedita”  como  febrífugos.  El  “pa- 
juil” lo  usaban  para  enfermedades  respiratorias.  Tra- 
taban ciertas  enfermedades  de  la  vista  con  savias  de 
plantas. 

El  tártago  y la  “tau-túa”  les  servía  de  vomitivos  y 
purgativos.  Contra  la  malaria  usaban  la  verbena,  el 
limón  y una  planta  llamada  “taperyva”,  de  la  que 
utilizaban  la  corteza,  las  hojas  y las  semillas. 

Una  de  las  principales  formas  vegetales  que  usaban 
en  la  terapéutica  era  el  “palo  santo”,  tan  importante, 
que  Fernández  de  Oviedo  (8)  le  dedica  un  capítulo 
entero  de  su  obra.  Aquí  lo  copio  en  su  original  castella- 
no antiguo: 

“El  árbol  que  en  las  Indias  llaman  palo  Sancto, 
digo  que  en  opinión  de  muchos  es  uno  de  los  más 
excelentes  árboles  del  mundo,  por  las  enfermedades 
y llagas  y diversas  passiones  que  con  él  curan.  Mu- 
chos le  tienen  en  la  verdad  por  el  mesmo  que  guaya- 
cán, o por  especie  o género  dél,  en  la  manera  o médu- 
la o corazón  y en  el  peso  y otras  particularidades  y 
efetos  medicinales,  puesto  que  aqueste  palo  Sancto, 
ha  hecho  mayores  experiencias;  porque  demás  de 
se  curar  con  él  el  mal  de  las  búas,  como  con  el 
guayacán  y muy  mejor,  cúranse  otras  enfermedades 
muchas  que  no  se  sanan  con  el  guayacán,  como  más 
particularmente  los  médicos  que  dél  usan  lo  saben 
aplicar  y otras  personas  por  la  experiencia  que  ya  se 
tiene.  Pero  solamente  diré  yo  aquí  lo  que  vi  hacer 
o experimentar  en  un  enfermo  tocado  del  mal  de  las 
búas,  y que  desde  a mucho  tiempo  que  las  tuvo,  vivía 
con  una  llaga  vieja  en  una  pierna  muchos  años  des- 
pués y de  quando  en  quando,  se  le  retrasaban  sus 
trabajos  y le  daban  muy  mala  vida,  y ya  él  la  tenía 
por  incurable.  El  qual  usó  desta  recepta  que  agora 
diré.  Púrgase  el  doliente  con  píldoras  de  regimiento, 
las  quales  se  toman  pasada  la  media  noche,  y después 
que  ha  purgado,  come  de  un  ave  y bebe  un  poco 
de  vino;  y desde  a dos  días  que  ésto  ha  hecho,  échase 
en  cama,  y entretanto  come  templadamente  y de  bue- 
nas aves  pollas.  Y assí  echado  en  la  cama,  ya  ha  de 
estar  hecho  el  agua  del  palo  Sancto,  la  qual  se  hace 
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desta  manera.” 

“Toman  un  pedazo  de  palo  y pícanlo  menudo, 
quanto  pudiere  ser,  y ponen  en  una  olla  nueva  libra 
y media  del  palo  assí  picado,  con  tres  azumbres  de 
agua,  y pénenlo  en  remojo  desde  prima  noche  hasta 
otro  día  de  mañana,  y en  seyendo  de  día,  cuécenlo 
hasta  que  el  agua  ha  menguado  la  tercia  parte.  Y 
entonces  toma  el  paciente  una  escudilla  de  aquella 
agua  assí  cocida,  tan  caliente  como  la  pudiere  com- 
portar; y después  que  la  ha  bebido,  cúbrese  muy  bien, 
y suda  una  hora  o dos,  y después  hasta  medio  día 
bebe  de  la  misma  agua  estando  fría  quantas  veces 
quere  y pudiere;  y quando  quisere  comer  ha  de  ser 
un  poco  de  rosquete  de  viscocho,  o unas  passas  pocas 
y cosas  secas.  El  caso  es,  que  la  dieta  y beber  harta 
agua  de  la  manera  que  he  dicho,  es  lo  que  hace  el 
propósito;  así  que,  hasta  medio  día  se  ha  de  hacer 
lo  que  tengo  dicho,  y después  sacar  aquella  agua  y 
verterla,  y después  echar  otra  agua  fresca  en  el  palo 
mismo,  como  avía  quedado  sin  echar  más  palo,  y 
cocerlo  otra  vez  con  la  segunda  agua,  y de  aquella 
fría  beber  entre  días.  Y ha  de  estar  el  paciente 
muy  sobre  aviso  en  estar  muy  abrigado,  quanto  pu- 
diere, y en  parte  que  el  ayre  no  le  toque;  y assí 
continuarlo  hasta  que  sea  llegado  el  siguiente  día. 
Y el  segundo  día  se  ha  de  echar  a mal  aquel  palo 
que  estaba  en  ella,  y en  aquella  tornar  a echar  otro 
tanto  palo  y agua  con  la  misma  medida  y hacer  todo 
lo  mismo  que  es  dicho  del  primer  día;  y assí  de  día 
en  día  continuadamente  hacer  todo  lo  que  tengo  dicho, 
hasta  que  pasen  doce  o quince  días.  Y si  se  sintiese 
flaco  en  el  comedio  deste  tiempo,  puede  comer  un 
pollito  chiquito;  y ha  de  ser  la  comida  para  sostener, 
y no  para  más  ni  hartar,  porque  como  he  dicho,  cum- 
plidos doce  o quince  días,  sentirá  mucha  mejoría  y 
obra  hasta  noventa  días,  que  cada  día  le  yrá  muy 
mejor.  Y quando  oviere  acabado  de  tomar  esto  el 
tiempo  que  he  dicho,  comerá  pollas  pequeñas  y assí 
como  fuere  convaleciendo  yrá  mejorando  y aumentando 
poco  a poco  la  comida.  Algunos  usan,  después  de 
passados  los  quince  días  que  han  tomado  el  agua  del 
palo,  tornarse  a purgar;  pero  ha  de  estar  muy  sobre 
aviso  en  no  comer  cosas  acedas,  ni  vinagre,  ni  verdura, 
ni  pescado,  ni  aver  ayuntamiento  con  muger  en  aquellos 
tres  meses.  ” 

“Los  que  tienen  llagas,  lávanlas  con  aquella  agua 
que  es  dicho,  y límpianlas  con  un  paño  y después  de 
enxutas,  tornan  a huntar  la  llaga  con  la  espuma  que 
hace  el  agua  en  el  cocimiento,  que  tiene  recogido  para 
ello  y pénenle  sus  hilas  blancas  y encima  sus  paños 
blancos  y limpios,  y no  de  camisa  de  muger.  Y sanan 


las  llagas  (que  por  cierto  yo  las  he  visto  sanar  viejas  y 
muy  enconadas  y denegridas  que  ya  paresciá  más  de 
especie  de  cáncer  o de  sanct  Lázaro,  que  otra  cosa). 
Para  mi  opinión,  yo  tengo  por  muy  sancta  cosa  ésta 
medicina  deste  árbol  o palo  Sancto  que  dicen.” 

En  cuanto  al  tabaco,  según  el  Dr.  Stahl  el  bohique 
bacía  uso  de  la  planta  aprovechándo  sus  efecto  vomi- 
tivos y purgativos.  El  Dr.  Coll  y Tosté  difiere  de  ésta 
opinión,  afirmándo  que  solo  se  usaba  en  forma  de 
“sahumerio”  en  las  ceremonias  religiosas.  Otros  opi- 
nan que  el  humo  del  tabaco  era  usado  como  fumigación. 
El  taino  llamaba  a la  pipa  con  que  fumaba,  el  “tabaco” 
y a la  planta  o hierba,  “coboba”  o “cahoba”.  Hacían 
uso  de  el  tabaco  para  mitigar  el  hambre  y,  también 
para  éso,  hacían  uso  de  una  hoja  que,  según  Las  Casas, 
era  muy  parecida  a la  Coca  del  Perú. 

La  forma  de  aplicar  las  drogas  era  variada,  según 
su  uso  fuera  externo  o interno.  En  el  primer  caso  ha- 
cían uso  de  emplastos  o cataplasmas,  amortiguando 
al  fuego  la  hoja  del  tabaco  u otra  planta,  untándola 
de  aceite,  y aplicándola  a la  piel.  Utilizaban  además 
las  fricciones  oleosas.  Internamente  bebían  tisanas 
e instilaciones  de  jugos  vegetales,  haciendo  uso  tam- 
bién de  las  inhalaciones. 

Fuera  de  la  sugestión  psicológica  y el  uso  de  las 
plantas,  el  indio  taino  cantaba  con  otras  medidas 
terapéuticas.  Una  de  ellas  era  la  succión  por  medio 
de  ventosas.  La  ventosa  era  hecha  de  una  calabaza 
en  forma  de  embudo,  para  extraer  el  aire,  mediante 
aspiración,  por  la  parte  más  angosta.  El  comple- 
mento era  la  escarificación,  la  que  empleaban  en 
enfermedades  inflamatorias.  Cuenta  el  cronista  López 
de  Gómara  que  ios  médicos  indios  del  litoral  de  la 
Florida  “curan  con  botones  de  fuego  y soplándo  el 
cauterio  y llaga.  Sajan  donde  hay  dolor  y chúpan 
la  sajadura;  sanan  con  ésto  y son  bien  pagados.”  El 
médico  sacerdote  del  venezolano  “pasaba  la  mano 
por  el  dolor,  llaga  o postema  y chupaban  por  una 
paja”. 

Según  un  viejo  libro  que  poseo,  del  cual  no  sé 
quien  es  el  autor,  por  faltarle  las  primeras  páginas, 
“combatían  el  cansancio  por  las  largas  caminatas  ha- 
ciéndose sangrías  en  las  pantorrillas  y bañando  éstas 
en  el  jugo  de  la  jagua,  que  apretaba  sus  carnes  como 
sustancia  muy  astringente  y según  ellos,  hacía  desa- 
parecer el  estropeo”. 

Para  producir  fuerte  diaforesis,  utilizaban  el  baño 
de  vapor.  Se  encerraba  al  enfermo  en  una  pequeña 
choza  bien  abrigada,  acostado  en  el  suelo  o sobre  una 
hamaca.  Se  introducían  en  la  habitación  grandes  pie- 
dras calentadas  al  fuego  y se  vertía  agua  sobre  ellas 
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para  producir  el  vapor.  Otro  método  era  tendiendo 
al  enfermo  en  un  surco  cavado  en  el  suelo,  calentado 
previamente,  y cubriendo  el  cuerpo  con  hojas  y tierra 
caliente.  Salidos  del  baño  de  vapor,  se  dirigían  al  río, 
sumergiéndose  en  el  agua  fría. 

El  ingeniero  Tió  menciona  que  lleval)an  a cabo  la 
cauterización  de  las  heridas  y la  castración,  así  como 
también  el  entablillado  de  fracturas  con  “yaguas” 
húmedas,  fuertemente  ligadas  con  “cabuyas”. 

Hacían  uso  de  la  dieta  y el  masaje,  de  los  cuales 
ya  he  hablado  en  párrafos  anteriores. 

El  baño  frío  era  uno  de  los  principales  métodos  de 
tratamiento.  Era  usado  ya  para  bajar  la  fiebre,  para 
asear  a las  parturientas,  para  devolver  la  salud  en  todos 
los  males.  Ya  hemos  visto  como  se  finalizaba  el  baño 
de  vapor  con  el  baño  frío. 

Como  dato  raro,  creían  que  la  “jicotea”  producía 
la  lepra  y que  ésta  enfermedad  curaba  comiendo  carne 
de  tortuga,  bebiéndo  su  sangre  y también  lavándose 
con  ésta. 

No  he  podido  hallar  datos  históricos  sobre  el  uso 
de  la  cirugía,  pero  debemos  suponer  que,  en  alguna 
forma,  se  practicaba.  La  primera  observación  médica 
del  hombre  tuvo  que  recaer,  por  ley  natural,  en  las 
lesiones  causadas  por  agentes  vulnerantes  y cuerpos 
extraños.  Una  piedra,  una  flecha,  un  animal  y,  en 
general,  cualquier  elemento  que  incida,  golpee  o se 
introduzca  en  el  organismo,  ocasiona  una  lesión  fácil- 
mente apreciable.  Dada  por  supuesta  ésta  base,  debemos 
admitir  que  el  médico,  en  sus  comienzos,  fué  más 
bien  cirujano,  en  el  sentido  simplista  de  la  palabra, 
limitando  su  labor  a curar  traumatismos  y extraer 
cuerpos  extraños. 

En  relación  con  el  parto,  éste  era  cosa  muy  natural, 
sin  mayores  padecimientos,  lo  que  armoniza  con  las 
costumbres  y medio  de  vida  de  ésta  raza  india.  La  con- 
figuración física  de  la  mujer  era  muy  favorable  para  el 
parto.  Por  regla  general,  la  madre  se  atendía  ella  misma 
durante  el  trance,  sin  intervención  del  médico.  En  la 
raza  guaraní  (igual  que  en  la  taina),  cuando  la  madre 
presiente  la  llegada  de  la  hora  del  parto,  se  retira  a un 
lugar  de  la  selva,  que  ha  elegido  de  antemano.  “Siempre 
el  sitio  había  de  estar  donde  corra  un  libre  curso  de  agua 


y,  en  su  inmediación,  la  rama  horizontal  de  un  árbol, 
adonde  ella  prenda  sus  manos,  estándo  sentada  en  el 
suelo  y,  así  permanece,  asida  a la  rama,  para  apoyarse 
en  ella  y desarrollar  sus  esfuerzos.  Cuando  viene  el 
alumbramiento  la  madre  corta  ella  misma  el  cordón 
umbilical  con  una  tira  fina  sacada  de  ciertos  “bambúes”. 
Entonces,  ya  la  placenta  afuera,  va  al  arroyo”.  Otro 
autor  nos  dice:  “lavan  la  criatura  en  agua  fría  para  que 
se  les  endurezca  el  cuero,  y aún  ellas  se  bañan,  también 
en  frío  recien  paridas  y no  les  hace  mal.  Estando  pari- 
das y criando  es  pecado  dormir  con  ellas.” 

He  aquí  expuestos,  a grandes  rasgos,  nuestros  escasos 
conocimientos  de  lo  que  fué  la  medicina  primitiva  del 
indígena  prehispánico  en  nuestra  isla.  Desgraciadamente 
fueron  muy  pocos  los  datos  que  a éste  respecto  anotaron 
los  antiguos  historiadores  españoles.  Al  desenterrarlos 
de  ésas  viejas  páginas,  he  querido  rendirle  mi  tributo 
al  bohique  taino,  aquel  colega  de  tiempos  tan  remotos, 
que  descansa  sumido  en  el  polvo  de  los  años  y el  olvido. 
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ACTUALIDADES  MEDICAS 


RECENT  DEVELOPMENTS  IN  LASER 
TECHNOLOGY 

Leon  Goldman,  MD  — Professor  and  Chairman,  Depart- 
ment of  Dermatology,  University  of  Cincinnati  College 
of  Medicine;  and  Director,  Medical  Laser  Laboratory  of 
the  Medical  Center,  University  of  Cincinnati. 

It  is  of  considerable  interest  now  for  the  practi- 
tioner to  know  about  some  of  the  modern  develop- 
ments in  laser  technology.  Many  are  familiar  with 
the  use  of  the  laser  in  ophthalmology  and  current 
research  in  laser  surgery.  These  will  be  discussed  later. 
However,  recent  advances  in  laser  technology  should  be 
of  interest  not  only  to  those  practitioners  who  are  con- 
cerned with  occupational  medicine  and  the  military 
hut  also  to  those  interested  in  the  world  of  today  and 
tomorrow. 

It  is  now  ten  years  after  the  discovery  of  the  laser. 
While  some  advances  in  applications  are  spectacular, 
outside  of  the  military  it  is  still  having  a difficult  time. 
“The  areas  where  lasers  have  attempted  to  make  their 
initial  inroads  are  some  of  the  most  conservative,  tra- 
dition-bound sectors  of  American  industry— medicine, 
metalworking,  surveying.”  (Electronic  Products  Maga- 
zine, November  1,  1969,  p.  120).  The  cardinal  rule, 
not  only  in  industry  hut  in  our  research  has  been,  “If 
you  don’t  need  the  laser,  don’t  use  it.”  However,  in  the 
military,  holography,  communications,  and  computers 
and,  recently  in  art,  lasers  are  finally  showing  their 
specific  merit. 

The  Lasers 

The  practitioner  should  be  aware,  especially  since 
the  high  school  physics  student  already  knows  that  there 
are  many  lasers,  not  just  one.  They  vary  all  the  way 
from  the  ultraviolet  far  into  the  infrared.  They  are 
beams  of  light  produced  by  stimulated  emission  of 
radiation.  All  are  strong  and  precise.  Their  efficiency 
is  low.  For  high-output  systems,  tremendous  electrical 
energies  are  needed.  For  low-output  systems,  as  in  the 
new  experimental  laser  cane  for  the  blind,  self-contained 


small  battery  units  supply  the  power  for  the  gallium 
arsenide  lasers  in  the  cane. 

Additional  recent  developments,  essentially  for  re- 
search instrumentation,  are  of  interest  since  these 
instruments  do  not  need  such  expensive  set-ups.  An 
example  is  the  chemical  laser,  where  the  self-contained 
chemical  reaction  produces  the  stimulation  for  laser 
emission.  Tunable  lasers,  that  is,  those  developing 
any  frequency  desired  from  a single  type  of  instrument, 
paper  feasibility  work  on  x-ray  laser  systems,  and  the 
role  of  the  laser  in  thermo-nuclear  fusion  experiments 
are  but  a few  of  the  current  studies.  The  most  sig- 
nificant is  the  thermo-nuclear  fusion  phase.  This  is 
done  by  providing  very  hot  plasma  needed  to  initiate 
such  a reaction  in  deuterium.  This  brings  the  laser 
into  the  field  of  nuclear  medicine.  In  this  connection, 
much  paper  (and  bench?  ) work  is  being  done  in  the 
possibility  of  stimulating  emission  in  the  x-ray  region 
of  the  spectrum  to  produce  x-ray  lasers.  Such  ins- 
truments, fortunately,  are  not  available  today.  Al- 
though these  would  furnish  third-dimensional  x-ray  pic- 
tures and  details  of  the  molecular  structure  of  matter, 
their  destructive  powers  would  be  beyond  compre- 
hension. 

Safety 

All  are  familiar  with  the  .Apollo  II  experiments, 
with  the  use  of  retroreflectors  on  the  surface  of  the 
moon  reflecting  hack  Q-switched  ruby  (red)  and  pulsed 
argon  (hlue-green)  laser  beams.  This  is  the  area  of 
communications  and  is  of  interest  to  the  military 
as  well  as  space  programs.  There  is  increasing  con- 
cern among  the  public  about  the  hazards  of  lasers  in 
atmospheric  propagation  of  these  beams.  The  ha- 
zards concern  eye  damage.  Patients  may  ask  practi- 
titioners  about  this.  How  strong  are  these  laser  rays 
which  go  to  the  moon  and  are  reflected  hack?  In 
our  current  research  with  Q-switched  ruby  lasers  for 
the  treatment  of  tattoos,  we  are  using  Q-switched  ruby, 
with  energy  densities  6 to  14  joules  per  sq.  cm.  Similar 
laser  systems,  used  to  impact  the  retroreflectors  on  the 
moon,  are  approximately  twice  as  strong  as  these. 
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As  these  are  projected  high  in  the  sky,  they  diffuse 
rapidly  as  they  reach  the  moon.  Then  they  are  to  he 
reflected  hack  and  are  weak  hut  strong  enough  to  he 
detected  only  by  special  instnitnents.  It  is  assumed 
that  even  for  aircraft  pilots  who  fly  high,  or  their 
passengers,  that  the  eye  exposure  to  such  laser  beams 
is  not  excessive.  A warning  was  issued  recently  to 
pilots  in  regard  to  the  laser  irradiation  from  the  Mc- 
Donald Observatory  near  Fort  Davis,  Texas.  More 
work  is  being  done  in  this  phase  because  of  the  in- 
creasing uses  of  lasers  for  tracking,  ranging,  and  even 
communications.  Current  experiments  are  being  done 
in  detailed  safety  programs  at  present.  In  brief,  then, 
there  are  no  hazards  to  the  public.  It  is  necessary  to 
repeat,  that  in  the  use  of  any  laser  system,  eye  protec- 
tion is  most  important.  Detailed  studies  have  been 
done  on  guidelines  for  safe  expo.sures  of  the  eyes  and 
also  of  the  skin. 

Another  current  phase  of  the  atmospheric  propaga- 
tion of  laser  systems  is  the  new  field  of  the  laser  as  a 
visual  art.  This  is  being  studied  extensively  for  the  first 
time  at  the  Cincinnati  Art  Museum.  Here,  artists  are 
working  with  the  laser  in  design,  holography,  interfero- 
metry (pictures  of  interference  patterns  by  lightwaves), 
sculpture,  and  photography.  Detailed  testing  has  been 
done  to  assure  the  safety  of  such  techniques,  especially 
for  the  artist  himself  and  for  the  general  public.  Tests 
by  the  Laser  Laboratory,  by  the  Bureau  of  Occupational 
Safety  and  Health  of  the  U.  S.  Public  Health  Service, 
and  the  Cincinnati  Health  Department  have  established 
the  safety  of  this  for  the  viewing  public.  Tbe  toxicity 
of  the  thermal  decomposition  products  in  laser  sculp- 
ture in  plastics  is  also  of  concern. 

Holography 

A fascinating  and  important  field  of  current  laser 
technology  at  present  is  holography,  third-dimensional 
imagery  without  the  use  of  lenses  or  cameras.  A picture 
of  interference  patterns,  hologram,  in  film  or  glass,  when 
viewed  with  proper  illumination  shows  in  space  a third- 
dimensional  image.  Even  multiple  colors  are  possible. 
This  hologram  is  produced  by  the  marked  coherency 
of  the  laser  beam.  Eye  hazards  are  present  in  the  de- 
velopment of  the  hologram  and,  when  lasers  are  used 
for  illumination,  in  the  reproduction  of  this.  However, 
there  have  been  such  advances  in  technique  that  often 
the  laser  is  not  used  for  the  reproduction  of  these 
fascinating  images  in  space,  just  ordinary  light  and,  at 
times,  ordinary  polychromatic  light  sources.  This  tech- 
nique of  holography  is  being  developed  for  signs  in  the 
air  along  highways,  turnpikes,  and  in  factories.  Fascinat- 


ing stress  patterns  may  be  shown  in  metals.  In  data 
recording,  holography  has  made  it  possible  to  store 
‘Two  and  one-fourth  million  bits  per  square  incb.” 
It  is  believed  possible  to  increase  this  to  “six  million 
bits  per  square  incb.”  RCA  has  announced  recently 
a color  tape  cartridge  and  cartridge  player  for  a TV 
set  to  be  available  in  1972.  A holographic  image  is 
put  on  a vinyl  tape.  Color  reproduction  is  done  through 
gratings  superimposed  on  the  hologram.  A two-milli- 
watt  helium  laser  reconstructs  the  hologram  and  a TV 
camera  also  in  the  playback  unit  attached  to  the  tele- 
vision set  picks  up  the  laser  reconstructed  hologram. 
How  this  will  all  turn  out  in  comparison  with  its  rival, 
electronic  video  recording  technique,  remains  to  be 
seen.  The  special  iniage  reconstruction  attachment  of 
RCA  will  he  enclosed  so  even  though  a low-output 
laser  is  used,  there  will  be  no  hazard  of  laser  radiation 
for  the  viewer.  Also,  modern  color  television  sets 
are  constructed  now  with  minimal  hazards  of  x-ray  ra- 
diation exposure  for  the  viewer  and  also  for  the  TV 
service  man. 

Holography  is  used  in  our  laboratory  to  study 
third-dimensional  patterns  of  strains  and  stresses  on 
bones.  In  biology,  holographic  microscopy  is  used  to 
develop  third-dimensional  images  of  the  growth  pat- 
terns of  the  living  cell.  The  laser  attached  to  a micros- 
cope may  be  used  for  spectroscopy  of  living  tissues, 
cells,  and  even  intracellular  components.  This  is  done 
without  complete  destruction  of  the  tissue  or  even  the 
cell.  For  the  future,  the  hospital  laboratory  will  be 
able  to  do  detailed  analyses  of  calcium,  phosphorous, 
iron,  etc.,  from  small  drops  of  dried  blood.  The  argon 
laser  attached  to  a microscope  now  also  can  do  micro- 
surgery, even  on  selected  areas  of  larger  chromosomes. 
A whole  new  field  of  cellular  biology  is  now  being 
developed.  Acoustical  holography,  a combination  of 
ultrasound  and  laser  holography,  is  being  used  to  pro- 
duce third  dimensional  pictures  of  the  inside  of  solid 
objects.  This  is  under  study  now  for  visualizations  of 
bones  and  tumors. 

Industrial  Applications 

Current  developments  in  industry  include  also  the 
use  of  the  laser  in  metal  work,  welding,  cutting,  and  dril- 
ling. Most  of  these  are  in  closed  systems,  where  the 
reflectant  beam  from  the  laser  and  where  the  metal 
plume  particles  from  the  laser  reacting  in  metals  present 
no  hazards.  However,  if  such  metal  drilling  and  working 
is  done  out  in  the  open,  those  in  industrial  occupational 
medicine  must  be  concerned  with  industrial  hygiene 
of  the  hazards  for  the  eye  and  skin,  and  for  air  pollu- 
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Other  applications  of  the  laser  in  industry  at  the 
present  time  include  the  helium-neon  laser  for  measur- 
ing and  for  directional  use  for  lining  up  pipe  laying, 
tunneling,  etc.  Most  of  these  lasers  are  not  strong, 
but  direct  beam  visualization  should  not  be  done. 
Weak  infrared  laser  systems  are  under  study  in  tbe 
automobile  industry  now  as  types  of  radar  systems, 
warning  systems  for  obstructions  ahead  or  in  back, 
etc.  In  any  area  of  occupational  medicine,  detailed 
knowledge  of  tbe  process  must  be  acquired  both  by 
the  doctor  and  by  tbe  industrial  hygienist. 

Another  concern  in  laser  safety  of  interest  to  the 
practitioner  is  the  use  of  laser  kits  by  the  hobby 
crowd,  often  without  adequate  warning  about  the 
eye  hazards.  Some  of  these  laser  kits  provide  for 
fairly  high  output  lasers,  especially  with  the  ruby 
laser  systems.  Complete  lasers  are  now  being  ad- 
vertised for  purchase  by  the  lay  public.  Some  of 
these  do  not  provide  for  adequate  safety  precautions. 
There  is  now  legislation  at  the  federal  level,  and  in 
some  areas  at  state  levels,  for  detailed  protection 
from  lasers  and  for  registration  of  lasers.  On  January 
16,  1970,  the  Federal  Radiation  Control  Act  (PL 
90-602)  became  effective.  This  new  law  concerns, 
in  addition  to  lasers,  x-rays,  TVs,  microwave  ovens, 
electron  microscopes,  vibrators,  oscillators,  etc.  A 
special  teaching  course  on  laser  safety,  under  CONMED 
of  the  College  of  Medicine  and  the  Laser  Laboratory 
of  the  Medical  Center  of  the  University  of  Cincinnati, 
is  scheduled  for  August,  1970. 

Medical  Applications 

Briefly,  the  current  status  in  laser  medicine  of 
interest  to  the  practitioner  includes  significant  ad- 
vances in  laser  surgery  of  the  eye,  now  with  the  argon 
laser,  and  especially  in  laser  treatment  of  progressive 
diabetic  retinopathy  and  mainly  in  the  juvenile  dia- 
betic. Such  laser  surgery  prevents  extensive  spread 
of  the  damaging  neovascularization  induced  by  hypoxia. 
There  is  now  in  production  a new  green-light  laser 
photocoagulator  for  the  eye.  This  is  the  frequency 
doubled  yttrium  aluminum  garnet  (YAG)  laser,  530.0 
nm.  The  argon  laser  may  be  more  constant  in  its 
output  and  more  flexible. 

Laser  surgery  in  man  continues  to  be  used  for  tattoos, 
especially  with  Q-switched  laser  systems.  For  the  laser 
treatment  of  the  resistant  port  wine  birthmark  lesions, 
children  are  now  being  treated  under  general  anesthesia. 
Because  of  primitive  quality  of  the  current  laser  instru- 
mentation, only  small  linear  port  wine  spots  can  be 


treated  in  a practical  fashion;  the  large  ones  require 
many  treatments  over  long  periods  of  time.  Melanoma, 
rarely  primary,  continues  to  be  treated  by  the  laser. 
The  serious  prognosis  of  widespread  metastases  still 
remains,  although  the  local  lesion  itself,  accessible  or 
made  accessible  to  the  laser  beam,  can  be  treated 
effectively.  In  man,  local  melanoma  can  be  treated 
without  the  dissemination  of  melanoma  foci  from  the 
impact  area  of  the  pulsed  laser.  Such  local  spread  does 
occur  in  melanoma  animal  tumors.  Multiple  basal 
cell  epitheliomas  continue  to  be  treated  with  the 
laser.  Laser  epilation  is  also  under  investigation  and 
pilot  instruments  are  now  available  for  clinical  re- 
search. Laser  transillumination  is  being  studied  for 
studies  in  the  infant,  for  the  diagnosis  of  soft  tissue 
tumors,  and  for  cancer  work  and  is  being  compared 
to  x-ray  mammography  and  xerography.  Laser  col- 
pomicroscopy  is  now  under  investigation  in  our  la- 
boratory for  the  research  and  development  of  instru- 
mentation for  more  effective  visualization  and  therapy 
of  pre-invasive  carcinoma  of  the  cervix.  Similar  instru- 
mentation is  being  developed  for  early  cancer  in  other 
accessible  areas. 

In  our  laboratory,  laser  cardiovascular  surgery  with 
the  CO2  laser  has  been  done  by  Naprstek  in  dogs.  This 
type  of  laser  system  has  been  used  all  the  way  from  the 
thoracotomy,  down  to  the  inside  of  the  heart,  without 
other  instruments,  for  control  of  bleeding.  One  phase 
of  this  work  has  been  the  production  of  a precise 
test  model  system  for  partial  or  complete  heart  block. 
Siler,  Director  of  Laser  Surgery,  and  Naprestek  are  doing 
extensive  studies  in  COj  laser  hepatic  surgery  of  the  dog 
to  establish  the  parameters  of  such  important  surgery. 
This  is  of  interest  now  because  of  the  increasing  fre- 
quency of  liver  damage  from  seat  belt  injuries  from 
deceleration  in  automobile  accidents.  Similar  studies 
are  being  done  by  Wangensteen  and  his  associates  at 
Minnesota.  Here,  studies  are  done  also  in  experimental 
gastric  surgery.  Hobeika,  of  the  Division  of  Otolaryn- 
gology and  Maxillofacial  Surgery,  has  been  using  the 
laser  for  investigative  laryngectomy  and  hypophysec- 
tomy  in  dogs.  Bone  fusion  by  CO2  laser  for  bone 
grafting  is  under  study  by  Miller  of  the  Department  of 
Orthopedics. 

All  these  studies  in  our  laboratory  have  been  with  the 
American  Optical  CO2  laser.  Basic  studies  on  laser  sur- 
gery and  wound  healing  have  been  studied  by  Hishimo- 
to,  also  of  our  Laser  Laboratory. 

A detailed  program  of  safety  for  laser  surgery  has 
been  established  by  Altemeier,  Siler,  and  Fidler  in  coo- 
peration with  the  staff  of  the  Laser  Laboratory.  Tbe 
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Laser  Laboratory  of  the  Medical  Center  of  the  Universi- 
ty of  Cincinnati  has  been  the  eenter  of  studies  on  laser 
safety  and,  with  the  II.  S.  Public  Health  Service,  has 
initiated  two  international  conferences  on  all  phases  of 
laser  safety.  A third  conference  to  include  also  micro- 
waves and  ultraviolet  light  is  planned  with  the  IJ.  S. 
Public  Health  Service  in  1971.  This  conference  will 
include  also  safety  programs  for  microwave  and  ultra- 
violet irradiation.  A course  on  laser  applications  in 
biology  and  medicine  will  be  given  at  the  Medical  Center 
in  1971.  With  planned  programs,  then,  tlie  laser  is  safe 
for  the  patient  and  the  operator. 

More  effective  instruments  must  be  made  available 
for  use  in  biology  and  medicine.  Such  instruments 
are  now  available  for  military  and  industrial  uses. 
More  extensive  applications  of  lasers  for  medicine  must 


await  the  availability  of  these  and  the  development  of 
laser  biomedical  centers.  Consequently,  laser  advances 
in  biology  and  medicine  have  suffered.  Only  by  adequa- 
te advances  in  laser  biology  and  medicine  can  effective 
safety  programs  he  developed.  So,  again,  the  need 
for  a special  institute  for  medicine  and  biology  is  em- 
phasized here  with  close  and  meaningful  lines  of 
communications,  with  the  multiple  disciplines  of  phy- 
sics, engineering,  instmmentation,  hiphysics,  industrial 
hygiene,  and  medicine.  This  is  necessary  for  future 
progress  of  planned  safety  programs  and  for  the  ex- 
pected advances  of  the  laser  in  biology  and  medicine. 

The  practitioner,  then,  must  be  informed  and  kept 
informed.  He  must  be  able  to  advise  his  patients,  who 
are  often  disturbed  by  sensational  headlines. 


FE  DE  ERRATA 

En  el  número  de  marzo  1971,  Vol.  63,  núm.  3,  aparece  un  artículo 
por  los  Dres.  Rodríguez  Olleros,  Febles  Vizcarrondo  y Taveras  que  lleva 
por  título  “Gastritis  Atrófica  Inducida  para  el  Tratamiento  de  la  Ulcera 
Péptica”,  Páginas  69-74.  Por  error  de. omisión  involuntaria  no  apareció 
el  crédito  al  Grant  que  se  acostumbra  publicar  con  informes  de  estudios 
como  éste. 

El  texto  debe  ser  el  siguiente: 

“This  work  was  supported  in  part  by  Grant  FR-63-07  from  The 

General  Clinical  Research  Centers  Branch  of  the  Division  of  Research 

Facilities  and  Resources,  National  Institutes  of  Health”. 


NOTICIAS 


THE  MONTH  IN  WASHINGTON 

The  House  Ways  and  Means  Committee  has  approved 
the  Social  Security  Amendments  of  1971  (medicare  and 
medicaid  changes)  and  sent  the  massive  health  bill  to  the 
floor  of  tlie  House  for  expected  early  passage. 

As  adopted  by  the  eommittee,  the  bill  concerns  itself 
with  the  implementation  of  the  Administration’s  Health  Main- 
tenance Organization  option  for  medicare  beneficiaries,  res- 
tricts physicians’  fee  increases  under  federal  programs,  reduces 
some  long-term  medicare  benefits,  and  covers  under  Medicare 
for  the  first  time  disabled  social  security  beneficiaries. 

The  Secretary  would  also  be  authorized  to  conduct  ex- 
periments with  areawide  or  communitywide  peer  review,  utili- 
zation review,  and  medical  review  mechanisms. 

Congress  failed  to  pass  substantially  the  same  bill  during 
the  last  session  due  to  major  differences  between  the  House 
and  Senate  versions  and  the  lack  of  time  to  reach  agree- 
ment. 

Medicare  benefieiaries  would  be  permitted  to  have  all 
covered  care  provided  by  a Health  Maintenance  Organization 
(HMO),  defined  as  a prepaid  group  health  or  other  capitation 
plan  with  the  government  reimbursing  the  HMO’s  at  95  per- 
cent of  the  average  cost  of  medicare  beneficiaries  in  the  area. 

Physicians’  medicare  fees  would  be  pegged  at  the  75th 
percentile  of  actual  charges  in  a locality  and  future  increases 
would  be  tied  to  a special  index  refleeting  rising  costs.  The 
Department  of  Health,  Education  and  Welfare  could  terminate 
payments  to  providers  found  guilty  of  program  abuses. 

A medicare  co-insurance  factor  one-eighth  of  the  hospital 
deductible  would  be  applied  after  the  30th  day.  The  medicare 
part  B deductible  would  rise  to  $60  a year  and  medically  indi- 
gent persons  above  the  poverty  level  could  be  required  by  the 
states  to  pay  an  ineome-related  premium. 

Other  features  of  the  proposed  legislation: 

— HEW  would  be  required  to  develop  experiments  and 
demonstration  projects  designed  to  test  payment  to  providers 
of  services  on  a prospective  basis  under  the  medicare,  medicaid, 
and  maternal,  and  child  health  programs. 

— Limits  on  institutional  provider  costs  to  be  recognized 
as  reasonable  under  medicare  could  be  imposed  based  on 
comparisons  of  the  costs  of  covered  services  by  various  classes 
of  providers  in  the  same  geographical  area. 

— Medicare  would  pay  for  the  services  of  teaching  phy- 
sicians on  the  basis  of  reasonable  costs,  rather  than  fee-for- 
service  charges,  unless  a bona  fide  private  patient  relationship 
had  been  established  or  the  hospital  had,  in  the  2-year  period 
ending  in  1967,  and  subsequently  customarUy  charged  all 
patients  and  collected  from  at  least  50  percent  of  patients 


on  a fee-for-service  basis.  Medicare  payments  could  also 
be  authorized  on  a cost  basis  for  services  provided  to  hospitals 
by  the  staff  of  certain  medical  schools. 

— HEW  would  be  authorized  to  establish  minimum  periods 
of  time  (by  medical  condition)  after  hospitalization  during 
which  a patient  would  be  presumed,  for  payment  purposes, 
to  require  extended  care  level  of  services  in  an  extended  care 
facility.  The  attending  physician  would  certify  to  the  condition 
and  related  need  for  the  services.  A similar  provision  would 
apply  to  post-hospital  home  health  services. 

— Present  penalty  provisions  relating  to  the  making  by 
providers  of  care  of  a false  statement  or  representation  of  a 
material  fact  in  any  application  for  medicare  payments  would 
be  broadened  to  include  the  soliciting,  offering,  or  aeceptance 
of  kickbacks  or  bribes,  including  the  rebating  of  a portion  of 
a fee  or  a charge  for  a patient  referral.  The  penalty  for  such 
acts,  as  well  as  the  acts  currently  subject  to  penalty  under 
medicare,  would  be  imprisonment  up  to  one  year,  a fine 

of  $10,000,  or  both.  Similar  penalty  provisions  would  apply 
under  medicaid. 

— HEW  would  conduct  a two-year  study  of  the  desirabi- 
lity of  covering  chiropractors’  services  under  medicare. 

The  bill  allows  the  HEW  Secretary  to  authorize  experiments 
with  methods  of  medicare  reimbursement  or  payment,  “with 
areawide  or  community-wide  peer  review,  utilization  review, 
and  medical  review  mechanisms,”  and  with  performance  in- 
centives for  intermediaries  and  carriers. 

Another  section  of  the  catch-all  bill  of  wide  public  in- 
terest would  establish  a new  family  assistance  welfare  plan. 
The  bill  also  increases  social  security  case  benefits  and  taxes. 

From  the  Washington  Office  - American  Medical  Association 


UNETHICAL 

“Charging  a separate  and  distinct  fee  for  the  incidental, 
administrative,  non-medical  service  the  physician  performs  in 
securing  the  admission  of  a patient  to  a hospital  is  not  in  keep- 
ing with  the  traditions  of  the  American  Medical  Association 
and  is  to  be  disapproved  as  unetliical.” 

Taken  from  the  AMA  publication  “Opinions  and  Reports 
of  the  Judicial  Council”.  The  Judicial  Council  has  as  its  duty 
the  interpretation  of  the  Principles  of  Medical  Ethics. 
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NEW  MEASLES  OUTBREAK  THREATENS  CHILDREN 

Neglect  has  pentiilted  it  to  spring  back  to  full  life,  says 
the  Health  Insurance  Institute,  and  as  a result  the  nation 
is  having  its  worst  outbreak  since  1966. 

Every  part  of  the  nation— rural  and  urban—  has  been  af- 
fected, reports  the  U.  S.  Department  of  Health,  Education 
and  Welfare. 

The  outbreak  appears  mainly  due  to  “a  breakdown”  in 
the  nationwide  vaccination  program  of  children. 

Up  until  the  use  of  the  vaccines,  400  to  500  children  a 
year  died  from  measles-connected  complications. 

Government  figures  show  that  during  tlie  first  third  of 
1971,  more  than  40,000  cases  were  reported— nearly  double 
that  of  a year  ago. 

In  1967  and  1968,  shortly  after  tlie  opening  of  a national 
campaign  to  wipe  out  measles,  its  spread  dropped  to  a low  of 
22,000  reported  cases  a year. 

By  1969,  immunization  were  being  taken  a little  less 
seriously;  measles  reported  that  year  were  up  to  more  than 
25,000.  In  1970,  they  increased  to  more  than  47,000,  and 
current  estimates  indicate  tliere  will  be  85,000  cases  this 
year. 


October  8 & 9,  1971  - Miami,  Florida,  Sheraton  Four 
Ambassador  Hotel.  The  Department  of  Otolaryngology  Uni- 
versity of  Miami  School  of  Medicine  will  present  a “Post- 
graduate Course  in  Otolaryngology  for  the  Family  Physician”. 
AAFP  credit  — 9 hours.  Course  Director;  F.  W.  Pullen,  II,  MD, 
Neuro-Otologic  Laboratory,  School  of  Medicine,  P.  0.  Box 
875,  Biscayne  Annex,  Miami,  Florida  33152. 


WINTHROP  LABORATORIES  INTERNS  AND  RESIDENTS 
AWARD 

Winthrop  Laboratories  has  established  in  the  American  Phy- 
sicians Art  Association  an  annual  prize  of  $250.00  plus  travel 
expenses  for  the  best  original  work  of  art  shown  by  a resident 
I or  intern  at  the  Association’s  exhibition  held  each  year  at  the 
Annual  Meeting  of  the  American  Medical  Association.  Any 
full-tir'e  intern  or  resident  in  an  American  medical  school, 

I hospital  or  research  institution  may  enter  the  competition 
] upon  joining  the  art  group  as  an  associate  member. 

' Past  winners  for  art  or  crafts  of  the  Winthrop  Award 
' include  Dr.  C.  C.  Kao,  Rochester,  Minnesota;  Dr.  Charles 
j J.  Bleifeld  of  New  York;  Dr.  Judith  B.  Zacher,  Columbus, 

' Ohio;  and  Dr.  Joan  D.  Utley  of  Chicago. 

1 Information  is  available  from  Dr.  Joseph  F.  Montague, 
' 80  Park  Avenue,  New  York,  New  York  10016,  current  Presi- 
I dent. 


CUBAN  MEDICAL  ASSOCIATION  CONGRESS 
JULY  2-5,  1971 
FONTAINEBLEAU  HOTEL 
MIAMI  BEACH,  FLA. 

For  additional  information  please  contact  Dr.  José  M.  Pór- 
tela. Tel.  725-7183. 


CHICAGO — The  American  College  of  Chest  Physicians 
(ACCP)  will  hold  its  Third  Annual  Fall  Scientific  Assembly 
(37th  Annual  Meeting)  in  Philadelphia,  Pa.  Oct.  24-28,  1971. 
All  sessions  will  take  place  at  the  Sheraton  Hotel. 


In  view  of  the  alarming  increase  in  reported  cases 
of  infectious  syphilis  and  because  gonorrhea  is  now  pan- 
demic in  the  United  States,  the  Council  on  Environ- 
mental and  Public  Health,  American  Medical  Associa- 
tion, has  prepared  the  following  statement  for  the  in- 
formation and  guidance  of  medical  societies: 

STATEMENT  ON  VENEREAL  DISEASE 

The  American  Medical  Association  Council  on  En- 
vironmental and  Public  Health  reports  that  gonorrhea 
ranks  first  and  syphilis  third  among  the  reportable 
communicable  diseases  in  the  United  States.  For  the 
year  ending  June  30,  1970,  infectious  syphilis  rates 
were  eight  percent  higher  nationally  than  a year  earlier, 
with  annual  increases  spread  over  33  states  and  an  es- 
timated incidence  between  70-80,000  reported  cases; 
there  are  250,000  cases  of  all  forms  of  syphilis  estima- 
ted to  be  diagnosed  and  treated  each  year. 

At  the  same  time,  gonorrhea  morbidity  exceeded 
573,000  reported  cases.  Gonorrhea  is  pandemic  in  the 
United  States,  with  an  estimated  two  million  cases. 

The  Council  urges  medical  societies  to  acquaint  their 
membership  with  the  growing  and  alarming  dimensions 
of  the  VD  problem.  Physicians  should  take  all  appro- 
priate measures  to  reverse  the  rise  in  venereal  disease 
and  bring  it  under  control. 

Physicians  in  private  practice  treat  approximately 
80  percent  of  the  syphilis  and  gonorrhea  that  comes 
to  diagnosis  but  report  to  public  health  departments 
only  one  out  of  every  eight  cases  of  syphilis  and  one 
out  of  every  nine  cases  of  gonorrhea  they  treat.  Phy- 
sicians should  assist  public  health  departments  by  re- 
porting the  VD  cases  they  treat.  Medical  societies 
are  urged  to  cooperate  and  give  broad  support  to 
public  health  authorities.  Much  effort  must  still  be 
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made  by  health  departments  and  medical  societies 
to  foster  mutual  trust  so  that  public  and  private 
medicine  can  work  effectively  for  the  control  of  both 
syphilis  and  gonorrhea. 

The  Council  also  urges  medical  societies  to  conti- 
nue efforts  for  the  enactment  of  state  laws  to  permit 
physicians  legally  to  treat  VD  cases  of  minors  with- 
out obtaining  parental  consent;  twenty-nine  states  and 
the  District  of  Columbia  now  have  laws  which  permit 
physicians  to  treat  a minor  for  VD  without  adult 
consent. 

The  American  Medical  Association  is  making  VD 
a national  theme  for  Community  Health  Week- 1971, 
with  suggested  dates  of  October  17-23.  Informational 
and  promotional  material  will  be  available  for  medical 
societies.  The  AMA  publication  PR  Doctor,  January 
1971,  featured  the  problem  of  venereal  disease,  which 
included  reports  of  excellent  programs  underway  by 
state  medical  societies. 

The  Council  encourages  the  publication  of  more 
articles  in  professional  journals  on  venereal  disease 
and  its  control  for  the  guidance  of  the  profession. 
Medical  societies  are  asked  to  support  education  of 
patients  and  the  public  through  more  extensive  and 
imaginative  use  of  all  available  media  and  through 
school  curricula. 


The  31st  Annual  AMA  Congress  on  Occupational  Health 
will  be  held  at  Jackson  Lake  Lodge  in  Grand  Teton  National 
Park,  Wyoming,  August  29-30,  1971. 

For  further  information  write  to:  Louis  R.  Skiera,  Assistant 


Director,  AMA,  535  North  Dearborn  St.,  Chicago,  Illinois, 
60610. 


CHAMPUS 

Civilian  Health  and  Medical  Program  of  the  Uniformed  Services 

Transcribimos  a continuación  la  comunicación  que  enviara 
a la  AMPR  esta  organización  del  gobierno  federal,  que  es  la 
encargada  de  sufragar  el  costo  de  servicios  médicos  y hospitala- 
rios a familiares  del  personal  militar,  tanto  activo  como 
retirado: 

“CHAMPUS  is  one  of  the  most  comprehensive  health  care 
programs  in  existence.  Because  of  the  wide  range  of  program 
benefits  and  the  ever-increasing  numbers  of  beneficiaries  using 
the  program.  Mutual  of  Omaha  had,  in  1970,  embarked  on  an 
extensive  computerization  program.  When  installed  this  sum- 
mer, we  wUl  have  a fully-mechanized  claims  processing  system 
which  will  reduce  to  an  absolute  minimum  the  time  required 
to  pay  a physician  for  his  treatment  to  program  beneficiaries. 
The  system  will  incorporate  a record  of  the  services  provided 
by  each  doctor,  include  an  extensive  history  of  payments  for 
each  program  beneficiary,  and  will  also  compare  like  services 
in  specific  geographic  territories,  and  for  the  state  as  a whole. 
The  program  wUl  then  issue  checks  to  the  attending  physician, 
accumulating  payment  for  services  to  several  beneficiaries 
under  one  check.  The  services  billed  wUl  be  listed  on  the  ex- 
planation of  benefits  portion  of  the  check  form  individually 
by  patient  for  easy  accountabUity.” 

“The  CHAMPUS  Program  provides  payment  to  doctors 
on  the  basis  of  a reasonable  fee.  The  reasonable  fee  is  con- 
sidered to  be  the  doctor’s  customary  charge  for  a particular 
service  eonsistent  with  the  prevaUing  fee  in  his  area  for 
that  same  service.  Under  the  CHAMPUS  Program,  the  pre- 
vaUing fee  is  determined  to  be  at  the  90th  percentile  of  charges 
for  that  particular  service.  The  doctor’s  customary  fee  is,  of 
eourse,  his  most  common  charge  for  a specific  service.” 

Para  más  información  pueden  dirigirse  a la  Asociación 
Médica  de  P.  R.,  Apartado  9387,  Santurce,  P.  R.,  00908. 


ANUNCIO 


Se  alquila  casa  en  la  avenida  principal,  Esmeralda 
P-1,  Núm.  8,  Urb.  Ponce  de  León,  Guaynabo,  para 
consultorio  médico  (oftalmólogo),  farmacia  o labora- 
torio dental,  etc.  Infórmese:  Miss  Gala  González 
Obergh,  Box  10001,  Caparra  Heights,  P.  R.,  Tel. 
789-1641  día;  789-6000  noche. 
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With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
thenumber  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  vi/ith  the  future 
of  the  cancer  patient— 
withtheQua//7yof  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  providessuch 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 


programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 

American  Cancer  SocietyS  l 


Efudex: 

(fluorouradl) 

cream/solution 


In  the  treatment  of  i l 

solar/actinic  keratoses  t!i 

An  alternative  i 

to  cdd,  fire  and  steel  h 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  com[ 
Residual  mild  erythema  remains  in  sofr  F 
areas.  This  patient  also  had  seborrheic  | 
keratoses  which,  as  expected,  have  not  ^ 
reacted.  There  is  no  evidence  of  residua  I 
lesions  or  recurrences.  ' 


alternative 

:o  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
opical  alternative  to  cryosurgery,  electrodesiccation 
nd  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
^eratoses.  It  is  effective,  comparatively  inexpensive  and 
(Specially  well  suited  for  treatment  of  these  multiple 
;sions.  Important,  too,  is  the  highly  desirable  cosmetic 
esult.  Clinical  experience  demonstrates  that  treatment 
Vith  Efudex  results  in  an  extremely  low  incidence  of 
carring. 


^ighly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
nd  strength  used,  complete  involution  occurred  in 
7 to  88  per  cent  of  lesions  following  treatment.  The 
te  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
nt  up  to  a year  after  completion  of  therapy.  When 
ew  lesions  appeared,  repeated  courses  of  Efudex 
lerapy  proved  effective.* 

Vedictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
- Efudex  therapy.  The  response  is  usually  characteris- 
c and  predictable.  After  three  or  four  days  of  treat- 
ent,  erythema  begins  to  appear  in  the  area  of  keratoses, 
lis  is  followed  by  an  intense  inflammatory  response, 
aling  and  occasionally  moderate  tenderness  or  pain, 
he  height  of  the  inflammatory  reaction  generally  occurs 
VO  weeks  after  the  start  of  therapy,  and  then  begins 
subside  as  treatment  is  stopped.  Within  two  weeks  of 
scontinuing  medication,  the  inflammation  is  usually 
)ne.  A mild  erythema  may  remain  for  two  or  three 
onths  before  gradually  receding.  Since  this  response 
so  predictable,  lesions  which  do  not  respond 
lould  be  biopsied. 


wo  strengths— two 
bsage  forms 


Efudex  is  available  as  a 2%  or  5%  solution  or 
a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
ith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
)rtant  considerations:  First,  please  consult  the  com- 
ete prescribing  information  for  precautions,  warnings 

•ata  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150mg  and75  mg  of  demethylchlortetracyclineHCl. 

a89-a 

DECLOMYCIN 

DEMETHYLCHLOBTErRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Ad  No.  82-6623 
Declomycin 
Lederle  Laboratories 
1 page  ad— back  cover 
Publication— 1968 
Prepared  by  Erwin  Wasey,  Inc. 


once-popular  treatment  for  back  pains 
vas  to  have  the  seventh  son  of  a seventh  son 
;tand  or  walk  on  the  patient's  back. 


A realistic 
approach 

to  pain 
relief 


Empirin’* 

liompound  with  Codeine 
l*hosphate  gr.  1/2  No.  3 


; & Co.'  narcotic  products  are 

I Ciss  "B",  and  as  such  are  available  on  oral 
I cj'scription,  -where  State  law  permits. 

I 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

M V 


hch  tablet  contains: 

()deine  Phosphate  gr.  1/2  (Warning- 
lay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
.tspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

lieeps  the  promise 
if  pain  relief 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
- bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


‘NEOSPORIIf’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Cuando  comen  lo  que  les  gusta 
y no  lo  que  deben... 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Unicap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 


Cada  tableta  contiene: 

Vitamina  A 

Vitamina  D 

Mononitrato  de  Tiamina  (B-1) 

Riboflavina  (B-2) 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio) 

Niacinamida  

Clorhidrato  de  Piridoxina  (B-6) 

Pantotenato  de  Calcio 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina) 

Vitamina  E 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso) 

Yodo  (como  yoduro  de  potasio) 

Calcio  (como  carbonato)  

Cobre  (como  sulfato) 

Manganeso  (como  sulfato) 

Magnesio  (como  sulfato)  

Potasio  (como  sulfato)  


1.5  mg. 

10  mcg. 

10  mg. 
10  mg. 

300  mg. 

100  mg. 

2 mg. 

20  mg. 

20  mg. 

30  Unidades  Internacionales 

10  mg. 

0.15  mg. 

50  mg. 

1 mg. 

1 mg. 

6 mg. 

5 mg. 


Poso/ogía:  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 
Presentación:  Frascos  de  30  y 90 


Upjohn 
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anxiety: 
a time  bomb 


Unless  “defused,"  anxiety  may  build  up  to  an  intensity  that  can  over-  ' 
\A/helm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illn  s 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  one' 
interfere  with  recovery.  I 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctii 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medicct 
practice  where  anxiety  complicates  the  patient's  condition.  I 


antianxiety 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 
25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies 
be  present  and  protective  measures  > 
essary.  Variable  effects  on  blood  coo'  » 
tion  have  been  reported  very  rare  t. 
patients  receiving  the  drug  and  oral  ^ 
coagulants;  causal  relationship  ha'  M 
been  established  clinically.  ¡1 

Adverse  Reactions:  Drowsi  i|| 
ataxia  and  confusion  may  occur,  f 
cially  in  the  elderly  and  debilitated.  V 
are  reversible  in  most  instances  by  p ■ 
dosage  adjustment,  but  are  also  occi  ■ 
ally  observed  at  the  lower  dosage  rc  ^ 
In  a few  instances,  syncope  has  be  i* 
ported.  Also  encountered  are  isolat 
stances  of  skin  eruptions,  edema, 
menstrual  irregularities,  nausea  an 
stipation,  extrapyramidal  sympton 
creased  and  decreased  libido— all 
quent  and  generally  controlled  wit 
age  reduction;  changes  in  EEG  pc 
(low-voltage  fast  activity)  may  c M 
during  an<d  after  treatment;  blood  c :i 
sias  (including  agranulocytosis),  ja  II 
and  hepatic  dysfunction  have  be 
ported  occasionally,  making  pe  ^ 
blood  counts  and  liver  function  te: 
visable  during  protracted  therapy 
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Proved  electro^cj^cfiyely: 
fA  single  30-mg  dose  nightly 
helps  im^mniaes  fall  asleep, 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  '' 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


^ A.  COUIMIVVAY 

library  of  medicine 
boston 


In  summary,  Dalmane  is  useful  in  all 

types  of  insomnia  characterized  by  -8  SEP  1971 

difficulty  in  falling  asleep,  frequent 

nocturnal  awakenings  and/or  early 

morning  awakening.  It  can  be  used 

effectively  in  patients  with  recurring 

insomnia  or  poor  sleeping  habits, 

and  in  acute  or  chronic  medical 

situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  ai:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internal.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
etai.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hotfmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 
Newl~\  1 

Ualmaiie 


Cnurazepam  hydrochloride) 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarr<^a,  constipation, 

Gl  pain,  nervousn^s,  taikativeness,  appre- 
hension, irritabiWf,  Weakness,  palpitations, 
chest  pains,„tioay  and  joint  pains  and  GU 
complaints.  Tfiere  have  also  been  rare 
occurrences-of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 
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Carnation  Evaporated 
Milk.  Baby^s  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


CARNATION®  EVAPORATED  MILK.  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


Maalox-protected  aspirin 


Reduces  the  risk  of  gastric  distress  from  aspirin,  especially  when 
high  doses  are  used,  as  in  arthritis.  And  Ascriptin*  is  advertised 
only  to  you... not  to  your  patient. 


RORER 


WILLIAM  H.  RORER.  INC.  Fon  Washington,  Pa.  19034 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with 
severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result. 


Novahistine* 

decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


ALPHA  METHYLDOPA-INDUCED 
AUTOIMMUNE  HEMOLYTIC  ANEMIA 


Julio  E.  Lergier,  MI) 
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Jenaro  Haddock,  MD 
Ezequiel  Rivera,  MD 


Acquired  autoirtunune  liemolylic  anejnia  (AlllA) 
of  the  wanii-type  may  he  primary  (Idiopathic) 
or  secondary  and  associated  to  lymphoma,  chronic 
lymphocytic  leukemia,  systemic  lupus  erythematosus, 
infections  (cytomegalic-inclusion  disease)  and  dmgs 
(1,  2,  3,  4).  In  1966  the  association  of  alpha  methyldo- 
pa  (Alpha-MD)  ingestion  with  a positive  Coomhs’  test 
(5)  in  10  to  20  percent  of  cases  and  autoimmune 
hemolytic  anemia  in  a smaller  group  was  first  described 
(3,  5).  Since  then,  approximately  33  cases  of  Alpha-MD 
induced  hemolytic  anemia  have  been  reported  and 
were  reviewed  recently  by  Worlledge  (6).  In  January 
1970  the  first  case  was  reported  from  Puerto  Rico  (7). 
It  is  the  purpose  of  this  article  to  report  five  new  cases 
of  Alpha-MD  induced  hemolytic  anemia  occurring  in 
Puerto  Rico  within  the  last  year.  A brief  discussion 
of  the  possible  pathogenesis  and  relationship  to  other 
immunological  derangements  is  made. 

Case  Reports 

Case  No.  I (A.  M.  M.) 

A 72-year  old  white  male  with  arteriosclerotic  heart  disease 
and  hypertension  was  admitted  to  a local  hospital  in  October 
1969  for  evaluation  of  jaundice  of  3 days  duration.  He  had 
been  taking  Aldomet  250  to  750  mg.  daily  for  4 years 
prior  to  admission.  There  was  no  previous  history  of  anemia 
or  jaundice.  He  had  suffered  a previous  myocardial  infarction. 
Physical  examination  revealed  icterie  sclerae  but  no  hepatos- 
plenornegaly.  The  hemoglobin  was  9.1  gms/100  ml.,  Hct. 
29  pereent,  reticulocytes  17.7  percent,  WBC  17,000/mm  with 
a shift  to  the  left,  and  platelets  were  normal.  The  peripheral 
smear  showed  marked  polychromatophUia,  spherocytosis  and 
nucleated  RBC’s.  The  total  semm  bUimbin  was  6.0  mg  per- 
eent with  an  indirect  fraction  of  4.4  mg.  percent.  Both  tlie 
direct  and  the  indirect  Coombs’  test  were  positive  (4+)  with 
a titer  of  1.256.  Free  semm  antibody  and  eluted  antibody 
reacting  as  a “panagglutinin”  with  all  red  cells  tested  at 
37  C was  demonstrated.  Semm  electrophoresis  showed  slight- 
ly elevated  gammaglobulin  with  a monoclonal  pattern  spike. 


From  the  Hematology  Section,  Department  of  Medicine, 
University  of  Puerto  Rico  School  of  Medicine,  San  Juan, 
Puerto  Rico. 


There  was  no  evidence  of  multiple  myeloma  in  the  bone 
marrow  or  skeletal  survey.  Blood  urea  nitrogen,  fasting  blood 
sugar,  intravenous  pyelogram,  upper  gastrointestinal  series  and 
barium  enema  were  negative.  An  oral  cholecystogram  showed 
cholelithiasis.  Aldomet  was  discontinued  and  prednisone  in 
doses  of  80  mg/day  was  started.  After  1 week,  retieulocytosis 
of  21.6  percent  persisted  and  the  dose  of  prednisone  was  in- 
creased to  100  mg/day.  The  reticulocyte  count  gradually 
decreased  and  the  hemoglobin  rose,  so  that  four  weeks  after 
the  dmg  was  discontinued  the  reticulocyte  count  was  6.4 
percent  and  the  Hgb.  11.5  gms/100  ml.  At  7 week  follow  up 
the  Hgb.  was  13.3  gms/100  ml  and  reticulocytes  1.7  percent. 
The  dose  of  prednisone  was  tapered  to  20  mg.  daily  and  was 
tlien  discussed.  Ten  weeks  after  admission  the  hemoglobin 
was  11.5  gm/100  ml,  but  no  reticulocytes  or  Coombs’  test 
were  done.  The  patient  was  then  lost  to  follow  up  and  died 
at  a later  date  at  another  hospital  after  an  episode  of  acute 
pancreatitis  (no  information  of  hematological  status  at  time 
of  deatli  available). 

Case  No.  2 (A.  G.  L.) 

A 49-year  old  woman  was  seen  in  December  1969  because 
of  weakness  and  blurred  vision.  She  gave  a history  of  mild 
diabetes  mellitus  and  hypertension  for  which  she  had  been  on 
Diabenese  1 tablet  daily  and  Aldomet  1 tablet  t.  i.  d.  for 
the  past  eight  months.  A hemoglobin  done  as  an  out-patient 
was  6 gms/100  ml.  Aldomet  was  discontinued  one  week  prior 
to  admission.  On  physical  examination  she  was  pale  but 
had  no  otlier  abnormalities  except  for  blurring  of  the  optic 
discs  and  hemorrhages  in  botli  retinae.  The  spleen  was  not 
palpable.  BP  130/90.  The  Hgb.  was  10.1  gm/100  ml,  WBC 
and  platelet  counts  were  normal.  The  peripheral  smear  showed 
spherocytosis  and  polychromatophUia.  Bone  marrow  revealed 
erythroid  hyperplasia  and  inereased  iron  stores.  The  direct 
Coombs’  test  was  positive  and  special  studies  of  eluted  anti- 
body eonfirmed  the  presence  of  a warm  panagglutinin. 

The  hemoglobin  increased  to  11.0  Gm.  in  2 weeks  with  a 
reticulocyte  count  of  9.7  percent.  One  montli  after  hospitaliza- 
tion the  Hgb.  was  14.4  gms.  and  the  reticulocyte  count  was 
2.4  percent.  The  direct  Coomb’s  remained  positive  but  the 
patient  was  asymptomatic.  Stools  were  negative  for  occult 
blood.  Total  bUirubin  was  1.28  mg  percent  with  1.04  mg 
percent  indirect.  The  total  protein  was  7.15  gm/100  ml  with 
albumin  of  4.3  gm/100  ml. 

Case  No.  3 (D.  N.  C.) 

56-year  old  white  female  seen  in  March  3,  1970  because 
of  generalized  weakness  and  pallor  of  2 weeks  duration. 
There  was  no  history  of  skin  or  gastrointestinal  bleeding. 
Patient  had  been  taking  Aldomet  250  mg.  QID  for  1 1/2 
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years  for  hypertension,  as  well  as  Diuril  500  mg.  daily 
and  Librium  10  mg.  TID.  She  had  mild  diabetes  mellitus 
controlled  witli  diet.  In  August  1968  splenectomy  had  been 
perfonned  for  idiopathic  thrombocytopenic  purpura  not  res- 
ponsive to  corticosteroids  and  dating  back  7 years.  Post 
splenectomy  she  had  been  asymptomatic  with  normal  platelet 
counts  and  hemoglobin.  Work  up  for  systemic  lupus  erythe- 
matosus, including  LE  preparations,  ANA  titer  and  patholo- 
gical examination  of  the  removed  spleen  was  negative.  Phy- 
sical examination  revealed  a BP  230/90,  pallor  and  no  lym- 
phadenopathy,  hepatomegaly  or  purpura.  The  hemoglobin 
was  8.6  gms/100  ml  and  reticulocytes  21.8  percent.  Bone 
marrow  revealed  striking  erythroid  hyperplasia  with  adequate 
iron  stores  compatible  with  a hemolytic  process.  The  direct 
Coombs’  test  was  weakly  positive.  Aldomet  was  discontinued 
and  after  one  week  the  reticulocyte  count  had  dropped  to 
3.2  percent  with  a hemoglobin  of  9.0  gm/100  ml.  One  month 
later  the  Hgb.  was  up  to  12.9  gm/100  ml  with  5.3  percent 
reticulocytes.  After  2 1/2  months  the  Hgb.  was  15.6  gm/100 
ml  and  has  remained  normal  for  6 monüis  with  reticulocyte 
count  of  2.2  percent  and  a positive  direct  Coombs’  test. 
At  tliis  time  the  indirect  Coombs’  test  was  negative  and  no 
antibody  could  be  eluted  from  sensitized  cells.  Subsequently 
thrombocytopenic  purpura  recurred  which  refunded  to  a 
short  course  of  prednisone  therapy.  There  was  no  recurrence 
of  the  hemolytic  process. 

Case  No.  4 (I.  B.  M.) 

A 48-year  old  negro  female  was  transferred  to  the  Medical 
ward  in  May  1970  for  evaluation  of  anemia  and  jaundice. 
Nine  days  before,  an  elective  cholecysteetomy  had  been  per- 
formed. Post  operative  she  complained  of  dyspnea  and  sub- 
sternal  “discomfort”.  Frank  scleral  icterus  with  falling  hema- 
tocrit developed.  Moderate  hypertension  of  twelve  days 
duration  had  been  treated  with  Librium,  Serpasil,  Apresoline 
and,  in  the  past  4 1/2  months,  Aldomet  250  mg.  po  t.i.d.  The 
patient  denied  bleeding,  purpuras  or  masses.  On  transfer  she 
appeared  acutely  ill,  jaundiced  and  pale.  BP  was  130/70. 
Pulse  110/min.  There  was  a grade  11/Vl  systolic  murmur 
widely  transmitted,  no  lymphadenopathy  or  hepatospleno- 
megaly.  Hemoglobin  was  7.2  gms/100  ml,  WBC  9,300/mm^, 
platelets  194,000/mm^.  Direct  and  indirect  Coombs’  test 
were  positive.  Peripheral  smear  and  bone  marrow  were  com- 
patible with  hemolysis.  Sickle  cell  preparation  and  urine 
hemosiderin  were  negative.  A screening  test  for  glucose  6- 
phosphate  dehydrogenase  (G6PD)  was  normal.  The  total 
bilirubin  was  10.3  mg  percent  with  3.9  direct  reacting  fraction. 
Five  days  later  the  total  bilimbin  was  1.6  mg  percent  with  0.4 
direct  reacting  fraction.  Serum  transaminases,  fasting  blood 
sugar,  blood  urea  nitrogen,  electrolytes  and  calcium  were  nor- 
mal. The  total  protein  was  7.2  gm/100  ml  with  3.1  gms/100  ml 
of  albumin. 

Alpha-MD  was  discontinued  and  hydrocortisone  succinate 
100  mg.  IV  was  given.  Prednisone  100  mg.  po  daily  and 
500  cc  of  packed  BBC  of  her  own  group  and  type  were 
transfused  without  reaction.  Eight  days  later  the  Hgb.  was 
8.4  gms/100  ml  and  reticulocytes  17.7  percent.  The  patient 
improved  and  prednisone  was  rapidly  tapered.  Following 
discharge  she  stopped  all  medications  against  medical  advice. 
She  was  followed  at  the  clinic  and  anemia  persisted  2 months 
after  the  drug  was  discontinued.  One  week  later  she  “felt 
tired  . The  hemoglobin  was  10.2  gm/100  ml  and  reticulocytes 


Fig.  1:  Protein  electrophoresis  from  IB  (case  4)  showing 
hypergammaglobulinemia  of  a monoclonal  type. 


19.7  percent.  Prednisone  in  doses  of  60  mg/day  was  restarted 
(See  Fig.  1).  After  9 days  the  Hgb.  was  13.2  gms/100  ml, 
the  reticulocytes  7.7  percent.  Prednisone  was  tapered  to  45 
mg.  daily  and  reticulocytes  increased  to  12.2  percent.  Again 
prednisone  was  increased  to  60  mg.  daily  and  after  2 weeks 
reticulocytes  were  2.6  percent  and  Hgb.  was  13.4  gms.  per- 
cent (4  1/2  months  after  Alpha-MD  was  stopped).  During 
this  second  exacerbation  thrombocytopenia  of  about  40,000/ 
mm^  was  noted.  Megalaryocytes  were  abundant  in  the  bone 
marrow  and  they  showed  adequate  platelet  production.  Fur- 
ther studies  revealed  hypergammaglobulinemia  on  serum  paper 
electrophoresis,  with  a monoclonal  spike  (Fig.  1).  Immuno- 
globulin determinations  revealed;  IgG  1650  mg/ 100  ml,  IgA 
370  mg/100  ml,  IgM  240  mg/100  ml.  The  LE  preparation 
was  negative.  The  Coombs’  test  4 months  after  the  drug  was 
discontinued  showed  a moderately  positive  direct  reaction  with 
elutable  antibody  and  a positive  indirect  test.  The  antibody 
was  a warm  “non  specific”  panagglutinin  of  the  “autoantibody” 
type.  The  presence  of  a distinct  cold  panagglutinin  was  also 
confirmed  since  her  initial  evaluation.  Cryoglobulins  were 
negative.  The  patient  has  continued  with  thrombocytopenia 
which  requires  15  mg.  of  prednisone  daily  to  keep  her  platelet 
count  above  60,000/mm^  and  prevent  purpura.  There  has 
been  no  recurrence  of  the  anemia. 

Case  No.  5 (G.  S.) 

A 71-year  old  white  male  was  seen  on  September  1st, 
1970  for  hematologic  evaluation.  He  had  a history  of  “tired- 
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ness”  and  dyspnea  for  3 weeks  and  had  been  found  to  have 
anemia.  No  history  of  diarrhea,  glossitis,  weiglit  loss,  melena, 
or  easy  bruising  was  elieited.  For  tlie  last  year  he  had  been 
taking  Aldoril,  1/2  tablet  (125  mg  Alpha  MD)  daily  for  hyper- 
tension. On  physical  examination  the  blood  pressure  was  160/ 
90,  there  was  slight  scleral  icterus,  no  heart  murmur,  lympha- 
denopathy,  hepatosplenomegaly  or  purpura.  Hemoglobin  was 
9.8  gms/100  ml,  retieulocytes  4.9  percent,  WBC  5,500/mm^. 
Peripheral  smear  revealed  marked  spheroeytosis  and  poly- 
chromatophilia.  The  bone  marrow  showed  marked  normo- 
blastic erythroid  hyperplasia  with  abundant  iron.  Direct 
and  indirect  Coombs’  tests  were  strongly  positive.  Eluted 
antibody  from  sensitized  RBC  reacted  as  a non  specific 
warm  panagglutinin  against  all  cells  tested.  Further  anti- 
body identifieation  revealed  tlie  presence  of  an  anti-C  anti- 
body, plus  another  antibody  which  could  not  be  identified. 
Serum  bilirubin  was  2.05  mg  percent  total,  with  1.87  mg 
percent  indireet.  Liver  function  fests  and  serum  protein 
electrophoresis  were  normal.  Immunoglobulins  revealed  an 
IgG  of  1000  mg/100  ml,  IgA  of  240  mg/100  ml  and  IgM 
of  64  mg/100  ml.  All  medications  were  discontinued  and 
after  2 weeks  the  Hgb,  was  10.4  gm/100  ml,  reticulocytes 
3.5  pereent,  direct  and  indirect  Coombs’  were  still  positive 
but  the  serum  bilirubin  was  normal. 

Discussion 

Alpha-methyldopa  induced  AIHA  is  the  most  com- 
mon drug  induced  immunohernolytic  anemia  and  pro- 
bably aceounts  for  a number  of  patients  diagnosed  as 
“Idiopathic”  AIHA  (1,  6).  Other  drugs,  such  as  peni- 
cillin (8)  stibophen  (9)  and  cephalotin  (10),  may 
produce  a positive  Coombs’  test  with  or  without  overt 
hemolytic  anemia.  The  mechanisms  involved  have  been 
reviewed  (1,  11)  and  are  beyond  the  scope  of  this  discus- 
sion. Alpha-MD  is  unique  in  that  it  induces  a true 
“autoimmune”  hemolytic  anemia,  where  the  serum 
antibodies  are  directed  against  the  red  cell  antigens 
and  not  against  the  drug.  Alpha-MD  and  its  metabolites 
do  not  depress  or  enhance  the  reaction  between  serum 
antibody  and  normal  red  cells.  (3,  12).  Mefenamic 
acid,  an  analgesic,  has  also  been  found  to  produce  a 
similar  picture  (4).  By  contrast  the  other  drugs 
mentioned  induce  formation  of  antibodies  which  are 
either  directed  against  the  drug  or  require  its  presence 
in  order  to  attach  to  the  red  cell. 

The  findings  on  our  five  cases  have  been  fully  pre- 
sented and  analyzed  and  are  basically  in  agreement  with 
previous  reports.  The  occurrence,  however,  of  mono- 
cloncal  gammopathy  in  case  1,  of  previous  idiopathic 
thrombocytopenic  purpura  in  case  3 and  monoclonal 
gammopathy  with  IgM  “spike”  and  cold  agglutinin 
in  case  4,  who  also  developed  thrombocytopenia  sug- 
gestive of  idiopathic  thrombocytopenic  purpura  (ITP), 
warrant  further  discussion  as  they  relate  to  the  possible 
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{)athogenesis  of  this  drug  induced  disorder.  I'here  are 
two  major  theories  in  regards  to  the  mechanism  by 
which  alpha-MI)  induces  AIHA.  Neither  of  them  is 
proven  with  the  available  data.  Ihe  abnormal  clone 
theory  is  based  on  an  abnormal  immunologic  response 
to  “nonnal”  self  antigens  induced  by  the  dmg  (13). 

These  clones  would  either  proliferate  “de  novo”  or 
would  represent  clones  altered  by  Alpha-MD  result- 
ing in  the  fonnation  of  antibodies  against  normal 
self  antigens.  The  occurrence  of  the  reaction  in  a given 
percentage  (not  more  than  20-30  percent)  and  the 
heightened  susceptibility  of  a smaller  group  to  develop 
overt  hemolysis  at  lower  doses  of  the  drug  favors  this 
theory;  thus  immunologically  susceptible  “hypereact- 
ors”  would  develop  it.  The  coexistence  in  these  patients 
of  other  immunologic  abnormalities,  such  as  positive 
LE  preparation,  (15,  15,  16),  positive  rheumatoid  factor 
(14),  antinuclear  antibodies  (17,  18)  and  antileukocytic 
antibodies  (19)  as  have  been  reported  previously  and 
the  occurrenee  of  ITP,  monoclonal  gammopathy  and 
cold  agglutinins  as  seen  in  our  patients,  would  also 
favor  it.  The  heterogenecity  of  antibody  structure 
and  function  would  be  explained  on  the  basis  of 
multiple  clones  being  affected. 

Another  explanation,  however,  could  be  that  these 
clones  are  normal  in  their  immune  response  to  altered 
self  antigens  in  the  red  cell  membrane  and  produce 
multiple  antibodies  that  “cross-react”  with  normal 
RBC  antigens  (12,  20).  This  would  represent  an 
“allergic”  response.  The  Rh  antigens  could  be  al- 
tered during  the  red  cell  maturation  stage  or  in  its 
breakdown.  Mature  RBC  uptake  or  membrane  bind- 
ing of  Alpha-MD  or  its  metabolites  could  not  be 
shown  by  Lobuglio  (12).  The  majority  of  patients 
reported  in  other  series  do  not  seem  to  have  associated 
additional  antibodies  or  immunoglobulin  derangements 
and  this  favors  this  “allergic”  theory. 

The  delayed  occurrence  of  the  positive  Coombs’ 
test  (3-4  months)  even  after  re-exposure  to  the  drug 
(17)  can  be  explained  with  either  theory.  This  plus 
the  absence  of  any  “cross  reaction”  with  the  drug 
or  its  metabolites  (5,  12)  are  factors  strongly  against 
a primary  antigenic  or  haptenic  effect  of  alpha-MD. 

Future  studies  on  alpha-MD  induced  AIHA  may 
lead  to  a better  understanding  of  the  pathogenesis 
of  “Idiopathic”  AIHA  and  of  autoimmune  disorders 
in  general,  since  there  may  be  a common  final  pathway 
involved.  Meanwhile,  the  search  for  other  unknown 
exogenous  etiologic  factors  such  as  drugs  or  viruses, 
similar  to  alpha-MD  in  their  effects,  will  continue. 
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Summary 

Alpha  Methyidopa  (Aldoniet,  Alpha  M-D)  hemolytic 
anemia  with  a positive  Coombs’  test  has  been  recognized 
since  l‘J()6.  Close  to  90  cases  have  been  reported 
in  the  literature.  During  the  last  year  we  have  seen  five 
patients  with  Alpha-MD  hemolytic  anemia.  Three  of 
these  patients  presented  other  evidence  of  immunologic 
disorders.  One  had  a monoclonal  gammopathy;  another 
had  recurrent  ITP  and  a third  one  had  a monoclonal 
gammopathy,  high  titer  of  cold  agglutinins  and  conco- 
mitant ITP.  Three  patients  responded  to  drug  with- 
drawal alone.  Two  patients  required  high  doses  of 
steroids  and  one  patient  required  blood  transfusions. 

The  mechanisms  of  Alpha-MD  hemolytic  anemia  are 
discussed.  It  is  important  to  consider  drugs  as  a causa- 
give  agent  when  dealing  with  autoimmune  (Coombs’ 
positive)  hemolytic  anemia. 

Resumen 

La  anemia  hemolitica  producida  por  alfa  metildopa 
(Aldomet)  ha  sido  reconocida  desde  1966.  Se  han  pu- 
blicado alrededor  de  90  casos  en  la  literatura.  Durante 
el  último  año  los  autores  hemos  visto  cinco  pacientes 
con  anemia  hemolitica  debida  a Aldomet.  Tres  de 
estos  pacientes  presentaron  evidencia  de  padecer  de 
otros  desórdenes  inmunológicos.  Un  paciente  tenía  una 
gamopatía  monoclonal  y una  paciente  tenía  púrpura 
trombocitopénica  recurrente.  Otra  paciente  tenía  una 
gamopatía  monoclonal,  un  título  elevado  de  aglutininas 
frías  y purpura  trombocitopénica  concomitantemente. 
Tres  pacientes  respondieron  al  quitárseles  la  droga 
solamente.  Dos  pacientes  requirieron  dosis  altas  de 
corticoesteroides  y una  de  ellas  requirió  transfusiones 
de  células  apiladas. 

El  mecanismo  de  la  hemólisis  caudada  por  Aldomet 
se  discute.  Se  hace  hincapié  en  que  es  importante  pensar 
en  drogas  como  los  factores  causantes  de  anemia  hemo- 
litica, aunque  sean  anemias  hemolíticas  autoinmunes 
Coombs  positivas.  El  prognóstico  es  mejor  y el  remover 
la  droga  frecuentemente  es  suficiente  para  corregir  el 
desorden. 
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HIPERTENSION  DE  ORIGEN  RENAL 


A.  Ortega  Núñez,  MD 


En  el  polo  vascular  del  glornérulo  existe  una  estruc- 
tura denominada  órgano  yuxtaglomerular  de  Gor- 
maghtigh,  que  está  constituida  por  las  almohadillas  po- 
lares (polkissen)  del  vaso  aferente  del  glornérulo,  la 
mácula  densa  del  tubo  contorneado  distal,  y las  células 
del  Lacys.  Actualmente  se  cree,  que  las  células  granula- 
res del  órgano  yuxtaglomerular  producen  una  sustancia, 
la  renina,  que  interviene  activamente  en  la  regulación 
de  la  tensión  arterial.  Se  trata  de  un  enzima  proteolí- 
tico,  que  actúa  sobre  un  sustrato  existente  en  el  plasma, 
el  angiotensinógeno  (globulina  alfa-2  producida  en  el 
hígado),  degradándolo  a un  péptido  de  10  amino- 
ácidos llamado  angiotensina  I.  Un  fermento  existente 
en  el  plasma,  (el  enzima  conversor)  separa  de  la  angio- 
tensina I dos  aminoácidos  (histidina  y leucina),  deján- 
dolo así  convertido  en  un  péptido  de  8 aminoácidos,  de- 
nominado angiotensina  II.  Este  octapéptido,  cuya 
fórmula  química  se  conoce,  y que  ha  sido  sintetizado 
por  Schwartz  y Page  y por  Rittel  y Schwyzer,  actúa 
sobre  las  arteriolas  provocando  una  vasoconstricción, 
con  lo  cual,  al  aumentar  las  resistencias  periféricas 
se  eleva  la  tensión  arterial.  Por  otra  parte,  induce  el 
paso  de  iones  Na  al  interior  de  su  pared,  con  lo  que 
hace  a estos  vasos  más  sensibles  a los  estímulos  vaso- 
constrictores, y además,  al  provocar  una  imbibición 
de  agua,  reduce  su  calibre,  aumentando  así  también 
las  resistencias  periféricas.  La  angiotensina  II,  final- 
mente estimula  la  secreción  de  aldosterona  por  la 
suprarrenal,  y potencia'  la  retención  renal  de  iones 
de  sodio  inducida  por  ésta.  La  secreción  renal  de 
renina,  que  a través  de  esta  cadena  va  a elevar  la  tensión 
arterial,  está  regulada  por  tres  factores:  uno  de  ellos,  — 
el  más  importante  — , es  la  isquemia  renal.  Al  disminuir 
la  distensión  parietal  a nivel  de  la  arteriola  aferente  del 
glornérulo,  sus  células  granulares  liberan  renina  y ponen 
en  marcha  el  sistema  hipertensor.  Los  otros  dos  facto- 
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res,  son  las  variaciones  en  la  concentración  de  sodio 
en  el  líquido  existente  en  el  interior  del  tubo  contornea- 
do distal  (a  través  de  la  estimulación  de  receptores 
existentes  en  la  mácula  densa),  y el  sistema  nervioso 
vegetativo.  El  nivel  de  angiotensina  II  se  regula  tam- 
bién gracias  a la  existencia  de  fermentos  (angiotensi- 
nasas)  que  la  degradan  a péptidos  inactivos. 

Este  sistema  hipertensor  que  el  riñón  posee,  se 
empezó  a conocer  a partir  de  los  famosos  experimentos 
de  Glodblatt,  provocando  hipertensión  en  los  ani- 
males mediante  el  pinzamiento  de  la  arteria  renal,  y se 
puso  en  claro  gracias  a las  investigaciones  de  la  escuela 
argentina  (Barun  Menéndez,  Fasciolo,  Leloir,  Houssay, 
Taquini,  etc.),  y de  la  escuela  de  Cleveland  dirigida  por 
Page.  Pero  ya,  mucho  antes,  se  sospechaba  que  el  ri- 
ñón intervenía  en  la  regulación  de  la  presión  arterial. 
En  1831,  Bright  lo  había  sugerido  al  observar  hipertrofia 
del  ventrículo  izquierdo  en  enfermos  con  albuminuria,  y 
en  1898,  Tiegerstedt  y von  Bergman  habían  producido 
experimentalmente  hipertensión  arterial  en  animales  a 
los  que  inyectaban  un  extracto  de  riñón  de  conejo. 
Atribuyeron  este  efecto,  precisamente  a una  sustancia 
que  contenían  dichos  extractos  y que  denominaron 
renina. 

Pero  junto  a este  papel  hipertensor  del  riñón,  es  evi- 
dente que  este  órgano  juega  también  un  papel  anti-hiper- 
tensor.  Probablemente  del  equilibrio  entre  ambos  efec- 
tos de  sentido  contrario,  resulta  una  mejor  regulación 
de  la  tensión  arterial  normal.  Son  varios  los  argumentos 
que  apoyan  este  papel  anti-hipertensor  del  riñón.  La 
secreción  renal  de  angiotensinasa,  ya  actúa  en  este 
sentido,  al  destruir  la  angiotensina  producida  (Milliez). 
Tobian  (1964)  (1),  ha  demostrado  que  si  se  ponen  dos 
animales,  en  parabiosis,  uno  hipertenso  y otro  normo- 
tenso,  el  segundo  desciende  la  tensión  del  primero 
si  se  le  perfunde  con  sangre  a presión  elevada,  y no, 
si  se  hace  a presión  normal.  Ello  indica  que  existe 
un  servomecanismo  regulador  que  se  pone  en  juego 
cuando  el  riñón  normal  recibe  sangre  a presión  ele- 
vada, y que  consiste  en  la  liberación  por  parte  del 
riñón  de  sustancias  con  acción  hipotensora.  Pero  el 
argumento  más  importante,  es  la  producción  experi- 
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TABLA  I:  HIPERTENSION  DE  ORIGEN  RENAL:  ETIOLOGIA 


I)  Nefropatias  bilaterales: 

1.  Nefritis  aguda 

2.  Nefritis  crónica 

3.  Pielonefritis 

4.  Amiloidosis  renal  en  fase  de  esclerosis 

5.  Glomeruloesclerosis  diabética  de  Kimmelstiel-Wilson 

6.  Riñón  poliquístico 

7.  Nefropatía  gravídica 

8.  Nefritis  por  irradiación 

9.  Nefropatía  gotosa 

10.  Panarteritis  nudosa.  Lupus  eritematoso  diseminado  y otras  nefropatias  de  las  colagenosis. 

\l)  Nefropatias  unilaterales: 

1.  Pielonefritis 

2.  Riñón  hipogenético 

3.  Tumores  y quistes  renales 

4.  Tuberculosis  renal 

5.  Hematoma  perirrenal  postraumático 

6.  Alteraciones  urológicas  ( estasis  urinaria) 

7.  Trastornos  de  la  circulación  renal  (Hipertensión  vásculo-renal) 

a)  lesiones  congénitas:  biperplasia  fibromuscular  y cuadros  afines 

coartación  de  la  aorta  abdominal 

alteraciones  del  desarrollo  arterial  (hipoplasia,  arteria  renal  polar,  etc.) 

b)  lesiones  adquiridas:  Arterioesclerosis 

Tromboangeitis  obliterante 
Trombosis  de  la  arteria  renal 
embolia  de  la  arteria  renal 
aneurisma  disecante  de  la  arteria  renal 
fístula  arteriovenosa 
enfermedad  de  Takayasu 

Tumores  próximos  que  comprimen  la  arteria  renal 
Bridas  o cicatrices  que  incluyen  la  arteria  renal 


mental  de  hipertensión  mediante  la  nefrectornía  bila- 
teral (Grollman)  (2).  Esta  hipertensión  renopriva,  se 
debe,  evidentemente  a la  pérdida  de  un  principio  anti- 
hipertensor  producido  en  ios  riñones,  y puede  evitarse 
(Muirhead)  (3,  4),  si  después  de  la  nefrectornía  se  hace 
un  transplante  de  médula  renal,  o se  inyectan  extractos 
salinos  de  médula  renal.  En  el  hombre,  la  presión 
arterial  puede  descender  después  de  practicar  el  trans- 
plante renal  (5,  6,  7).  La  mayor  parte  de  esta  acción 
antihipertensora  renal  reside  en  la  médula,  habiéndose 
dado  el  nombre  de  “medulina”  (8)  a una  sustancia 
hipotensora  presente  en  los  extractos  de  médula  renal. 
Se  han  obtenido  3 fracciones  de  la  médula  renal,  una 
acida,  una  neutra  y otra  alcalina.  La  fracción  iipídica, 
acida,  contiene  ciertas  prostaglandinas  (PG  A2)  produ- 
cidas en  el  riñón  (9),  y con  acción  evidentemente 
hipotensora.  Finalmente,  debemos  citar  la  existencia 


de  un  fosfolípido  inhibidor  de  la  renina,  obtenido  de 
los  riñones  por  Sen,  Smeby  y Bumpus  (10). 

Después  de  esta  revisión  somera  sobre  las  acciones 
que  los  riñones  ejercen  en  uno  y otro  sentido  sobre  la 
presión  arterial,  no  debe  extrañar  nada  que  ésta  se 
altere  en  los  enfermos  que  padecen  diversos  tipos  de 
nefropatía.  En  la  Tabla  I,  se  resumen  los  diversos 
tipos  de  hipertensión  de  origen  renal,  y en  la  Tabla 
II,  la  frecuencia  encontrada  en  diversas  clínicas  de 
los  distintos  tipos  de  hipertensión  renal,  incluida  la 
experiencia  de  la  Fundación  Jiménez  Díaz  (Rapado) 
(11)- 

Nosotros  vamos  a limitarnos  aquí  a revisar  las 
características  clínicas,  y el  diagnóstico  de  la  hiper- 
tensión vásculo-renal.  Tiene  la  importancia  de  ser 
curable  en  gran  parte  de  los  casos,  a condición  claro 
es,  de  que  la  selección  de  los  enfermos  para  el  trata- 
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TAÍiLA  II 


miento  quirúrgico  se  haga  lo  mejor  posible.  Aunque 
dentro  del  conjunto  de  enfermos  hipertensos,  esta 
forma  de  hipertensión  no  pase  de  ser  el  2 al  5 por 
ciento  de  los  casos,  es  de  la  mayor  importancia  el 
averiguar  qué  enfermos  van  a curar  mediante  la  inter- 
vención quirúrgica  (y  por  tanto  deben  ser  operados), 
y qué  enfermos  no  deben  ser  enviados  al  cirujano. 

La  hipertensión  vásculo-renal,  está  motivada  por  una 
lesión  del  árbol  vascular  renal,  que  ocasiona  isquemia  de 
su  parénquima,  y,  en  consecuencia,  pone  en  marcha 
el  mecanismo  hipertensor  renina-angiotensina,  antes 
revisado.  Prueba  de  ello  es  que  en  los  anímales  con 
hipertensión  vásculo-renal  experimental,  puede  lograrse 
la  normalización  tensional,  mediante  la  inmunización 
con  angiotensina  (Christlieb  y cois.)  (12),  o la  adminis- 
tración del  fosfolípido  inhibidor  de  la  renina  (Sen,  Sme- 
by  y Bumpus)  (10).  Hay  que  señalar  no  obstante,  que 
no  todos  los  resultados  experimentales  son  acordes 
en  este  sentido.  Hedwal  (13),  por  ejemplo,  administran- 
do un  antisuero  anti-angiotensinógeno,  no  ha  logrado 
modificar  la  hipertensión  vásculo-renal,  en  la  rata,  y 
Louis  y cois.  (16),  han  llegado  a los  mismos  resultados 
negativos  en  los  conejos  hipertensos  irununizándoles 
contra  la  angiotensina. 

El  caso  es,  que  las  lesiones  vasculares  responsables 
de  la  hipertensión,  pueden  localizarse  en  cualquier 
punto  del  árbol  vascular,  desde  la  aorta  abdominal, 
o el  ostium  aórtico-renal,  hasta  las  finas  ramas  arteri- 
dares  de  la  arteria  renal.  Pueden  ser  bilaterales  o uni- 
laterales, y afectar  la  pared  vascular  (causas  intrínsecas), 
o comprimir  el  vaso  desde  fuera  (causas  extrínsecas). 
En  la  Tabla  III  se  resumen  las  causas  posibles  de  hiper- 
tensión vásculo-renal,  según  su  localización.  Estudia- 
remos de  ellas  sólo  las  más  importantes. 

La  causa  más  frecuente  es  la  ateroesclerosis.  La 
placa  de  ateroma  puede  estar  localizada  en  la  aorta 
abdominal,  estenosando  uno  o ambos  ostium  renales 


o incluso  prolongándose  unos  centímetros  por  la  por- 
ción proximal  de  la  arteria  renal  o de  una  arteria 
accesoria.  Con  mayor  frecuencia,  la  placa  de  ateroma 
responsable  de  la  hipertensión  se  localiza  en  el  tronco 
de  la  arteria  renal  (50-70  por  ciento  de  los  casos),  pre- 
ferentemente en  su  porción  proximal,  aunque  lo  puede 
hacer  también  en  una  de  las  ramas  de  división.  Se  da 
con  mayor  frecuencia  por  encima  de  los  45  años,  y en  el 
sexo  masculino.  La  placa  de  ateroma  ocasiona  una 
constricción  irregular,  excéntrica,  de  escasa  longitud,  y 
puede  seguirse,  en  sentido  distal,  de  una  dilatación 
vascular  más  o menos  ostensible  (aneurisma  fusiforme 
post-estenótico).  A nivel  de  la  placa,  puede  establecerse 
una  oclusión  vascular  por  trombosis  o por  hematoma 
disecante. 

Otra  causa  relativamente  frecuente  de  hipertensión 
vásculo-renal  es  la  displasia  fibrosa  de  la  arteria  renal. 
Se  da,  fundamentalmente  en  gente  jóven,  por  debajo 
de  los  45  años,  con  frecuencia  3 veces  superior  en  las 
mujeres  que  en  los  hombres,  y a veces,  afecta  a varios 
miembros  de  una  familia.  Se  localiza  preferentemente 
en  los  2/3  distales  de  la  arteria  renal,  en  forma  unila- 
teral (2/3  de  los  casos),  o bilateral  (1/3  de  los  casos), 
pudiendo  extenderse  incluso  hasta  las  ramas  biliares. 
Las  diversas  formas  con  que  puede  presentarse  este 
proceso  han  sido  clasificadas  por  diversos  autores, 
siendo  la  clasificación  más  aceptada,  la  de  McCormack 
y cois.  (1966)  (15):  según  afecte  la  íntima  (fibroplasia 
de  la  íntima)  o la  media  (fibroplasia  de  la  media,  hiper- 
plasia  fibromuscular,  y fibroplasia  subadventicial).  En 
cada  una  de  estas  localizaciones,  existe  un  ácumulo  de 
tejido  fibroso  en  forma  circunferencial  (que  ocasiona 
la  estenosis  vascular),  con  rotura  en  algunas  formas  de 
la  elástica  interna,  lo  cual,  da  lugar  a la  formación  de 
aneurismas  disecantes.  Esto  proporciona  al  vaso  un 
aspecto  en  salchicha  o en  collar  de  perlas,  visible  en 
las  arteriografías.  En  la  hiperplasia  fibromuscular, 
junto  al  tejido  fibroso  existe  músculo  liso. 

Mucho  menos  frecuente  es  la  obstrucción  vascular 
por  una  embolia  o por  trombosis  local.  En  el  primer 
caso  existe  previamente  una  afección  embolígena  (lesión 
mitral  en  fibrilación,  infarto  de  miocardio,  endocarditis, 
intervención  cardiaca).  En  el  segundo,  puede  tratarse 
de  trombosis  postoperatorias,  idiopáticas,  o de  otras 
etiologías  (poliglobulia,  etc.).  En  ambos  casos,  si  la 
obstrucción  es  total,  da  lugar  a un  infarto  renal,  sin 
hipertensión.  Pero  la  obstrucción  puede  localizarse 
en  una  rama  de  bifurcación  de  la  arteria  renal,  o en  el 
tronco  de  la  misma,  al  tiempo  que  existe  una  arteria 
renal  accesoria.  La  irrigación  renal  se  mantiene  enton- 
ces parcialmente  a través  de  los  vasos  no  ocluidos,  y el 
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TABLA  111:  CAUSAS  DE  HIPERTENSION  VASCULO  RENAL 


A)  Enfermedades  de  la  aorta  abdominal: 

1.  A teromatosis  aórtica 

2.  Coartación  de  la  aorta 

3.  Síndrome  de  Leriche 

4.  Enfermedad  de  Takayasu 

5.  Aneurisma  déla  aorta  abdominal 

6.  Aneurisma  disecante  de  la  aorta  abdominal 

7.  Tromboangeitis  obliterante  de  la  aorta  abdominal 

8.  Localizaciones  abdominales  de  la  aortitis  luética 

9.  Tumores  de  la  aorta 

10.  Hipoplasia  de  la  aorta  abdominal 


B)  Enfermedades  del  tronco  de  la  arteria  renal: 

1.  Placas  de  ateroma 

2.  Displasia  fibrosa  de  la  arteria  renal  a)  fibroplasia  de  la  íntima 

b)  fibroplasia  de  la  media 

c)  hiperplasia  fibromuscular 

d)  fibroplasia  subadventicial 

3.  Malformaciones  vasculares  (aneurismas,  fístulas  arteriovenosas,  etc.) 

4.  Obstrucción  de  la  arteria  renal  por  embolia  o trombosis 

5.  Compresiones  extrínsecas  de  la  arteria  renal  (feocromocitoma,  tumores  renales,  ganglioneuromas, 

metástasis  ganglionares,  tumores  retroperitoneales,  fibrosis  retroperitoneal) 

6.  Otras  (neurofibromatosis,  síndrome  de  Gronblad-Stranberg) 

C)  Lesiones  de  las  ramas  de  la  arteria  renal  o de  arterias  renales  accesorias: 

1.  Las  mismas  del  grupo  anterior 

2.  Lesiones  quirúrgicas 


parenquina  renal  puede  sufrir  en  algunas  zonas  los  efec- 
tos de  la  isquemia,  liberando  sustancias  hipertonógenas. 

Finalmente,  en  algunos  casos,  la  hipertensión  puede 
ser  la  consecuencia  de  la  suboclusión  de  uno  o de  ambos 
ostium  renales  por  una  coartación  de  la  aorta  abdominal, 
por  un  trombo  ascendente  (como  es  el  caso  del  sín- 
drome de  Leriche),  por  un  aneurisma  disecante  de  la 
aorta  abdominal,  o por  un  proceso  parietal  de  la  aorta 
(tromboangeitis  obliterante,  enfermedad  de  Takayasu, 
tumores  de  la  aorta,  etc.). 

Ante  la  posibilidad  de  corregir  quirúrgicamente  mu- 
chas de  estas  lesiones,  y curar  así  la  hipertensión,  tiene 
gran  importancia,  desde  el  punto  de  vista  práctico  llegar 
al  diagnóstico  de  hipertensión  vásculo-renal,  no  solo 
demostrando  la  existencia  de  una  lesión  vascular,  sino 
comprobando  que  dicha  lesión  es  causa,  y no  consecuen- 
cia de  la  hipertensión.  No  hay  que  olvidar  que  la  hiper- 
tensión arterial  favorece  el  desarrollo  de  la  ateroesclero- 
sis,  y que  por  tanto  no  es  raro  que  un  enfermo  hiper- 


tenso  de  cualquier  origen  presente  una  placa  de  ateroma 
en  una  o ambas  arterias  renales.  Como  es  lógico  la  inter- 
vención quirúrgica  en  este  caso  no  conseguirá  nada,  ya 
que  actúa  sobre  una  consecuencia,  y no  sobre  la  causa 
de  la  hipertensión. 

Aunque  en  algunos  casos  raros  pueden  existir,  junto 
a la  hipertensión,  los  síntomas  o signos  propios  de  la 
afección  responsable  (enfermedad  embol ígena,  enfenne- 
dad  aórtica,  etc.),  lo  más  frecuente  es  que  el  enfermo 
de  hipertensión  vásculo-renal  se  presente  simplemente 
como  un  hipertenso  esencial,  sin  más  síntoma  que  la 
hipertensión  y las  consecuencias  que  de  ella  se  derivan. 

La  simple  historia  clínica  puede  ya  orientar  hacia  el 
diagnóstico,  cuando  se  trate  de  un  sujeto  jóven,  sobre 
todo  si  la  hipertensión  comenzó  antes  de  los  30  años, 
sin  causa  aparente,  y sin  antecedentes  familiares  de 
hipertensión.  Una  hipertensión  de  comienzo  repen- 
tino, de  elevada  intensidad  es  también  sospechosa  de 
hipertensión  vásculo-renal,  como  también  lo  es  toda 
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liipertensión  en  sujetos  iTiayores  cuando  la  tensión 
(liastólica  sea  muy  elevada  (por  encima  de  120  nun.), 
sohre  todo  si  no  hay  antecedentes  familiares  de  hiper- 
tensión, y hay  en  cambio  antecedentes  trombóticos 
o emi)ólicos  en  otras  áreas  de  la  circulación.  Un  dato 
muy  sospechoso  es  el  caml)io  brusco  en  el  carácter 
de  una  hipertensión:  si  un  enfermo,  anterionnente 
hipertenso,  presenta  de  repente  signos  y síntomas  de 
rnalignización  del  proceso  hipertensivo,  con  elevación 
notable  de  las  cifras  tensionales,  deben  ponerse  en 
marcha  las  exploraciones  de  (pie  luego  hablaremos 
con  objeto  de  llegar  a un  diagnóstico  etiológico. 
Finalmente,  debe  sospecharse  la  hipertensión  vásculo- 
renal  en  cualquier  hipertenso  (jue  presente  historia 
de  trauma  capaz  de  afectar  los  vasos  renales,  fenó- 
menos trombóticos  o embóbeos  en  otras  áreas  de  la 
circulación,  o episodios  de  dolor  agudo  en  el  abdomen 
o en  la  región  lumbar,  que  puedan  corresponder  a 
infartos  renales. 

La  exploración  física  general  no  suele  proporcionar 
datos  definitivos  para  el  diagnóstico.  En  algunos 
casos  puede  ser  orientador  el  hallazgo  de  un  soplo 
holosistólico,  de  tono  alto,  localizado  en  epigastrio 
(en  la  línea  media),  o a los  lados  del  ombligo,  o en 
una  u otra  región  lumbar.  Este  soplo  se  ausculta 
con  mayor  frecuencia  en  los  casos  de  hiperplasia 
fibromuscular,  pero  puede  estar  presente  también  cuan- 
do exista  enfermedad  oclusiva  de  cualquier  otra  arteria 
abdominal.  Así  se  explica  que  en  la  serie  de  Perkoff 
(16),  por  ejemplo  de  62  hipertensos  que  presentaban 
este  soplo,  solo  53  tenían  lesiones  de  la  arteria  renal. 

Tampoco  suele  ser  de  gran  utilidad  diagnóstica  los 
datos  habituales  de  laboratorio.  Auntjue  no  siempre, 
puede  encontrarse  una  alcalosis  hipokaliémica  e hipo- 
clorémica,  debida  al  aldosteronismo  secundario  que 
resulta  del  aumento  de  angiotensina  circulante.  La  eli- 
minación urinaria  de  aldosterona,  y la  secreción  de 
aldosterona,  están  elevadas  en  los  enfermos  de  hiper- 
tensión vásculo-renal,  y por  tanto,  no  es  extraño  que 
pueda  haber  confusiones  diagnósticas.  No  obstante 
la  diferenciación  entre  el  aldosteronismo  primario,  y 
la  hipertensión  vásculo-renal  no  suele  resultar  difícil 
en  la  mayor  parte  de  los  casos.  Clínicamente,  la  hiper- 
tensión es  más  intensa,  de  carácter  más  maligno  y con 
un  curso  rápidamente  progresivo  en  la  hipertensión 
vásculo-renal;  de  carácter  benigno,  con  un  curso  más 
lento  y con  historia  más  larga,  en  el  aldosteronismo 
primario.  Por  otra  parte,  el  sodio  sérico  en  el  aldos- 
teronismo primario  suele  estar  dentro  de  las  cifras 
normales,  o en  el  límite  de  lo  normal,  mientras  que 
en  la  hipertensión  vásculo-renal,  puede  ser  normal 


o bajo.  Según  Streeten  y cois.  (17),  cuando  después 
de  3 días  de  seguir  un  régimen  de  10  niEq  de  scjdio 
a las  24  horas,  la  cifra  de  sodio  sérico  es  de  140  inEq/L, 
o mayor,  puede  exrhiir.se  el  diagnóstico  de  hiperten- 
sión vá.sculo-renal.  Según  Slaton  y Higlieri  (18), 
además  de  la  cifra  de  sodio  sérico  pueden  ayudar  al 
diagnóstico  diferencial  la  medida  del  volumen  plasmá- 
tico (elevado  en  el  aldosteronismo  primario,  y reducido 
en  la  hipertensión  vásculo-renal  y esencial),  y la  prueba 
de  Valsalva  (de  respuesta  anormal  en  el  aldosteronismo 
primario,  y normal  en  la  hipertensión  vásculo-renal). 
Pero  el  dato  definitivo,  como  veremos  más  adelante, 
es  la  dosificación  de  la  actividad  renina  del  plasma,  qula 
en  el  aldosteronismo  primario,  y aumentada  o normal 
en  la  hipertensión  vásculo-renal. 

La  exploración  radiológica,  mediante  la  práctica  de 
pielografías  descendentes,  es  de  gran  valor  orientador, 
si  bien  no  debe  olvidarse  que  la  negatividad  de  los  hallaz- 
gos no  pennite  excluir  el  diagnóstico.  Deben  hacerse, 
inyectando  rápidamente  el  contraste,  sin  compresión 
abdominal  (que  pueda  dificultar  el  flujo  urinario),  y 
practicando  radiografías  cada  minuto,  los  5 primeros 
minutos,  y,  posteriormente,  cada  10-15  minutos.  El 
riñón  isc^émico  aparece  de  menor  tamaño  que  el 
normal,  pero  en  el  caso  de  que  la  isquemia  renal  se 
deba  a afectación  de  una  arteria  segmentaria,  solo 
se  encontrará  una  atrofia  renal  focal,  manifestada  por 
una  depresión,  o retracción  de  una  parte  del  contorno 
renal.  Normalmente  el  riñón  izcpiierdo  es  algo  mayor 
cpie  el  derecho.  Por  eso  debe  darse  valor  solamente 
cuando  la  diferencia  en  longitud  de  ambos  riñones 
sea  superior  a 1.5  cms.  Por  otra  parte,  el  riñón  afectado 
por  estenosis  de  su  arteria  renal,  tendrá  un  flujo  sanguí- 
neo menor  de  lo  normal,  y en  consecuencia  un  reducido 
filtrado  glomerular.  Como  la  reabsorción  a nivel  de  los 
tubos  se  lleva  a cabo  sobre  un  volumen  de  líquido 
tubular  menor,  el  resultado  será  que  la  orina  del  riñón 
enfermo  será  más  concentrada  y de  menor  volumen. 
En  consecuencia,  el  riñón  afecto  tardará  más  tiempo  en 
eliminar  el  contraste,  éste  repleccionará  la  pelvis  renal 
menos  que  en  el  otro  lado,  y su  concentración  será 
mayor.  Einalmente  pueden  tener  también  importancia 
diagnóstica  el  hallazgo  de  calcificaciones  vasculares 
en  la  región  del  pedículo  renal,  y la  posible  aparición 
de  una  huella  en  la  pelvis  renal  o en  el  ureter  producida 
por  un  vaso  colateral  tortuoso  que  irriga  el  riñón  isqué- 
mico. 

En  las  primeras  placas  (1-1.5  minutos  después  de  la 
inyección  del  contraste),  se  obtiene  la  fase  nefrográfica 
del  urograma,  con  un  aumento  difuso  de  la  opacidad 
renal,  producido  por  la  llegada  del  contraste  a los  capi- 
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lares  del  riñón,  y poco  después  a los  tubos  renales.  En 
el  riñón  isquémico,  puede  observarse  menor  intensidad 
en  la  sombra  renal,  al  principio  (por  la  deficiente  irriga- 
ción), y posteriormente  mayor  densidad  que  en  el  lado 
opuesto,  ya  que  la  orina  tubular  resulta  de  mayor  con- 
centración. Sin  embargo  los  resultados  de  esta  fase 
nefrográfica  tiene  menos  valor  diagnóstico  que  los  de 
la  fase  siguiente,  por  su  dificultad  de  interpretación. 
La  fase  pielográfica,  que  sigue  inmediatamente  a la 
anterior,  muestra  ya  el  contraste  en  la  pelvis  y cálices 
renales.  Según  dijimos  antes,  en  el  lado  isquémico 
aparece  el  contraste  con  cierto  retraso  en  la  pelvis 
renal,  y su  replección  es  menor  que  en  el  lado  contra- 
rio, ofreciendo  con  frecuencia  un  típico  aspecto  “en 
araña”.  Por  otra  parte,  la  densidad  radiológica  es  mayor 
en  el  lado  afecto,  como  consecuencia  de  la  mayor  con- 
centración urinaria  conseguida  en  dicho  lado.  Final- 
mente, puede  observarse  en  el  lado  isquémico,  mayor 
permanencia  del  contraste,  persistiendo  todavía,  cuando 
ya  ha  desaparecido  en  el  lado  sano. 

Como  a veces  no  se  aprecian  diferencia  entre  uno  y 
otro  lado,  por  realizarse  la  exploración  en  un  momento 
de  deshidratación  (en  cuyo  caso  la  orina  en  ambos  lados 
es  muy  concentrada),  ha  propuesto  realizar  las  pielo- 
grafías  hidratando  previamente  al  enfermo  por  vía  oral 
(Brown  y cois.)  (19),  o haciéndolo  durante  la  prueba, 
mediante  la  administración  intravenosa  de  un  diurético 
osmótico,  como  el  manitol  o la  urea  (Amplatz)  (20). 
Con  ello  se  consigue  aumentar  la  diferencia  entre  uno  y 
otro  lado,  ya  que  la  dilución  del  contraste  en  el  lado 
normal  hace  que  la  densidad  del  mismo  sea  muy  pe- 
queña, contrastando  así  con  la  del  otro  lado. 

Aunque  las  pielografías  descendentes  son  un  huen 
dato  diagnóstico,  debe  tenerse  presente  que  pueden 
proporcionar  resultados  negativos  falsos  en  el  25  por 
ciento  de  los  enfermos.  Esto  sucederá  en  los  casos 
en  que  la  estenosis  arterial  sea  bilateral,  cuando  se 
localice  en  una  arteria  renal  segmentaria,  ó bien,  cuando 
por  existir  otras  alteraciones  urológicas  (uropatía  obs- 
tructiva unilateral,  ptosis  renal  con  afectación  del  dre- 
naje, etc.),  no  se  puedan  comparar  los  pielogramas 
de  ambos  lados. 

Otra  técnica  diagnóstica  inocua,  que  puede  tener 
valor  de  orientación,  es  la  exploración  isotópica.  Dada 
la  facilidad  con  que  se  lleva  a cabo  esta  exploración, 
y la  falta  absoluta  de  riesgos,  acostumbra  a hacerse 
en  todos  los  enfermos  hipertensos,  especialmente  cuando 
se  sospecha  su  etiología  vásculo-renal.  La  medida  del 
flujo  renal  isotópico,  con  Hipuran  proporciona 

en  este  tipo  de  hipertensos  una  curva  en  el  lado  afecto 
que  alcanza  menos  altura,  y presenta  un  retraso  en  la 


fase  de  excreción,  con  respecto  al  lado  sano.  Sin  em- 
bargo, pueden  obtenerse  con  cierta  frecuencia  resultados 
falsos,  positivos  y negativos,  por  lo  que  sus  resultados 
nunca  pueden  ser  definitivos.  Las  curvas  han  sido 
sometidas  por  algunos  autores  a análisis  matemáticos 
diversos,  con  objeto  de  obtener  resultados  más  seguros. 

La  gammagrafía  renal,  practicada  con  neohidrin 
Hg^°^,  puede  proporcionar  también  resultados  de  uti- 
lidad, con  respecto  al  tamaño  de  los  riñones,  podiendo 
facilitar  el  diagnóstico  de  procesos  intrarrenales  segmen- 
tarios. 

Llegados  a este  punto  en  la  marcha  de  la  exploración, 
el  clínico  debe  detenerse  en  cada  caso,  y sopesar  los 
pros  y los  contras  de  realizar  otras  exploraciones.  Efec- 
tivamente; la  práctica  de  una  arteriografía  renal,  o del 
cateterismo  urteral  para  realizar  las  pruebas  de  función 
renal  diferencial  no  están  exentas  de  riesgo,  y por  lo 
menos  son  molestas  para  el  paciente.  Por  otro  lado, 
hay  enfermos  en  los  cuales,  a pesar  de  llegar  a un 
diagnóstico  exacto,  no  se  debe  preconizar  la  inter- 
vención quirúrgica  ante  los  elevados  riesgos  de  la 
misma  (casos  con  arterioesclerosis  cerebral  o coro- 
naria, o con  mala  función  renal,  etc.).  En  estos 
casos,  si  de  antemano  sabemos  que  no  se  va  a poder 
llegar  a la  intervención,  es  preferible,  si  no  hay  nin- 
guna otra  razón  que  lo  indique,  quedarnos  sin  reali- 
zar otras  exploraciones,  y plantear  un  tratamiento 
puramente  médico. 

En  los  casos  en  que  se  suponga  posible  la  inter- 
vención quirúrgica,  debemos  llevar  a cabo  todas  las 
exploraciones  necesarias  para  llegar  a un  diagnóstico 
más  exacto  ya  que  de  ello  puede  depender  la  curación 
del  enfenno.  Estas  exploraciones  son  la  arteriografía 
renal,  las  pruebas  de  función  renal  diferencial,  la  prueba 
de  infusión  de  angiotensina,  la  dosificación  de  angio- 
tensina  y/o  renina  en  sangre,  y el  estudio  histopatológi- 
co  del  riñón  tomado  por  biopsia. 

La  arteriografía  renal,  realizada  de  preferencia  me- 
diante la  vía  transfemoral  percutánea,  con  cateterismo 
retrógado  e inyección  selectiva  de  ambas  arterias  renales 
y de  los  posibles  vasos  accesorios,  es  de  enorme  utilidad. 
No  solo  demuestra  la  existencia  de  una  afección  esteno- 
sante  arterial  sino  también  la  uni-  o la  bilateralidad  de  la 
lesión,  y también  su  localización  en  una  rama  de  división 
de  la  arteria  renal.  Por  otra  parte,  proporciona  datos 
sobre  la  morfología  de  la  lesión,  y por  tanto  sobre  su 
naturaleza,  y ayuda  así  al  cirujano  a planear  el  tipo  de 
intervención  a realizar. 

Sin  embargo,  no  está  exenta  de  inconvenientes.  De- 
jando a un  lado  los  posibles  riesgos  (siempre  escasos),  y 
los  casos  de  interpretación  dudosa,  hay  que  tener  pre- 


I 


Bol.  Asoc.  Méd.  P.  Rico 
Junio  197] 


Hipertensión  Renal 


144 


senle  que  la  arteriograíía  solo  demuestra  una  lesión 
anatómica,  que  puede  no  tener  ninguna  relación  con  la 
liipertensión,  ser  su  causa,  o ser  su  consecuencia.  Por 
eso,  si  se  realiza  la  intervención  quirúrgica  solamente 
basados  en  los  hallazgos  arteriográficos,  tendremos 
gran  número  de  enfermos  en  los  que  la  tensión  no 
descienda  después  de  la  intervención,  puesto  que  en 
ellos,  la  lesión  arterial  demostrada  en  las  radiografías 
era  pura  coincidencia,  o todo  lo  más,  consecuencia 
de  la  hipertensión,  preexistente.  Haciendo  arterio- 
grafías  renales  en  sujetos  norrnotensos,  Eyler  (21)  y 
Dustan  (22)  encuentran  alteraciones  vasculares  esteno- 
santes  en  un  tercio  de  los  casos.  Este  mismo  hecho 
se  ha  confirmado  por  Holley  y cois.  (23)  desde  el 
punto  de  vista  anatomopatológico;  en  el  examen 
necrópsico,  el  49  por  ciento  de  los  sujetos  nonno- 
tensos  presentaban  lesiones  más  o menos  estenosantes 
en  una  o en  ambas  arterias  renales.  Es  natural  que  así 
suceda,  si  tenemos  en  cuenta  que  para  que  disminuya 
el  flujo  sanguíneo  en  el  territorio  distal  a una  esteno- 
sis arterial,  es  preciso  que  la  sección  del  vaso  se  reduz- 
ca por  lo  menos  en  un  70  por  ciento.  Pueden  existir, 
por  tanto,  lesiones  estenosantes  en  las  arterias  renales 
que  no  ocasionen  disminución  en  el  flujo  sanguíneo 
renal,  y por  tanto,  que  no  pongan  en  marcha  el  meca- 
nismo hipertensor.  Por  esta  razón,  no  basta  la  demos- 
tración anatómica  de  una  estenosis  arterial  renal,  para 
plantear  la  intervención  quirúrgica.  Es  precisa  la  demos- 
tración “funcional”  de  esta  estenosis;  o dicho  en  otras 
palabras:  es  necesario  poner  de  manifiesto  que  la  lesión 
estenosante  encontrada  en  las  radiografías  es  la  causa 
de  la  hipertensión  que  el  enfermo  presenta.  A este  ob- 
jeto disponemos  de  los  medios  siguientes:  1.  pruebas 
de  función  renal  diferencial,  2.  valoración  del  nivel 
de  renina  o de  angiotensina  en  sangre,  3.  medida  del 
gradiente  de  presión  a nivel  de  la  arteria  renal  ocluida,  y 
4.  biopsia  renal. 

La  prueba  de  función  renal  diferencial,  se  basan  en  el 
hecho  demostrado  experimentalmente  por  Blake  y 
cois.  (24),  por  Mueller  y cois.  (25),  y por  Berliner  y 
Davidson  (26),  de  que  la  constricción  de  una  arteria 
renal,  al  reducir  el  volumen  del  filtrado  glomerular  da 
lugar  a una  orina  de  menor  volumen,  menor  concentra- 
ción de  Na,  mayor  concentración  de  creatinina,  y mayor 
osmolaridad  que  la  del  riñón  normal.  La  causa  de  estas 
alteraciones  radica  en  que  al  ser  menor  el  volumen  de 
liquido  filtrado  en  los  glomérulos,  y persistir  igual  en 
términos  absolutos  la  reabsorción  tubular  de  agua  y de 
sodio,  el  tanto  poé  ciento  del  Na  filtrado  que  se  re- 
absorbe en  los  tubos  será  mayor,  igual  que  el  del  agua, 
y por  tanto  el  volumen  urinario  se  reducirá,  igual  que  lo 


hace  la  concentración  de  Na.  La  creatinina,  que  no  se 
reabsorbe  en  los  tubos,  resultará  más  concentrada,  y la 
osmolaridad  urinaria  será  también  mayor. 

En  la  prueba  de  Howard  (22)  se  mide  el  volumen 
minuto  urinario  producido  por  uno  y otro  riñón,  y la 
concentración  de  sodio  en  cada  una  de  estas  orinas.  La 
prueba  resulta  positiva  cuando  el  volumen  minuto  urina- 
rio de  un  lado  resulta  por  lo  menos  un  50  por  ciento 
menor  que  el  del  otro,  y la  concentración  de  sodio  un 
15  por  ciento  por  lo  menos  más  baja.  Se  precisa  para 
llevarla  a cabo  el  cateterismo  ureteral  bilateral,  con  los 
riesgos  consiguientes,  y las  dificultades  de  medición 
exacta  de  la  diuresis  que  esto  lleva  consigo.  Puede  dar 
resultados  falsos  positivos  en  casos  de  pielonefritis,  y re- 
sultados falsos  negativos  cuando  la  estenosis  arterial  sea 
bilateral,  o esté  localizada  en  una  rama  de  división  de  la 
arteria  renal. 

Por  estas  razones,  ha  tenido  mayor  difusión  la  prueba 
de  Rapoport  (28),  que  no  precisa  la  medida  del  flujo 
urinario.  Se  determina  la  concentración  de  Na  y de 
creatinina  en  la  orina  del  riñón  izquierdo  (Nal  y CrI), 
y del  derecho  (NaD  y CrD).  La  relación  NaLX_CrD, 

CrI  X NaD 

es  en  condiciones  normales  de  0.62  a 1.62.  Si  existe 
isquemia  del  lado  izquierdo,  la  relación  desciende  (de 
0.15  a 0.52);  si  la  isquemia  es  del  lado  derecho,  la  re- 
lación aumenta  (mayor  de  2).  Según  Bischall  (29),  la 
diferencia  en  la  excreción  de  sodio  por  uno  y otro 
riñón,  se  aumenta  si  realizamos  una  sobrecarga  de  Na 
mediante  la  infusión  de  suero  salino  hipertónico  antes 
de  la  prueba.  Entonces,  el  riñón  sano  (sometido  a los 
efectos  de  la  hipertensión  arterial)  excretará  más  sodio, 
y el  riñón  isquémico  menos. 

En  la  prueba  propuesta  por  Stamey  (30),  se  practica 
una  infusión  intravenosa  de  suero  salino  con  urea  al 
8 por  ciento,  vasopresina,  y paraaminohipurato  sodico 
o inulina.  Se  logra  entonces  una  diuresis  osmótica  con 
actividad  antidiurética  máxima  y constante.  Durante 
la  infusión,  se  recogen  por  separado  las  orinas  de  ambos 
riñones,  midiendo  el  volumen  minuto  urinario,  y las  con- 
centraciones de  creatinina  y de  para-aminohipurato 
ó de  inulina.  No  se  mide  la  concentración  de  Na, 
ya  que  por  existir  una  diuresis  osmótica  con  sobre- 
carga de  Na,  el  exceso  de  Na  excretado  por  ambos 
riñones  anula  las  diferencias  que  pudieran  existir  entre 
uno  y otro  lado.  En  caso  de  existir  una  estenosis  de 
la  arteria  renal,  el  volumen  minuto  urinario  del  lado 
afecto  será  por  lo  menos  3 veces  menor  que  el  del 
otro  lado;  la  concentración  de  creatinina  será  supe- 
rior, así  como  también  la  de  para-aminohipurato 
o de  inulina.  El  aumento  de  las  concentraciones 
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(le  estas  últimas  sustancias  será  del  100  por  ciento 
con  respecto  a las  de  la  orina  del  lado  sano. 

Todas  estas  pruebas,  pueden  ser  útiles  como  mé- 
todos de  orientación  diagnóstica,  pero  de  ninguna 
manera  son  de  valor  definitivo,  ya  que  no  son  raros 
los  resultados  positivos  falsos,  y negativos  falsos.  De- 
be tenerse  en  cuenta  que  con  ellas  se  explora  la  altera- 
ción producida  por  la  estenosis  arterial  sobre  la  fun- 
ción excretora  renal,  y ésta,  no  va  necesariamente 
paralela  a la  función  bipertensora.  La  alteración 
excretora  depende  de  la  reducción  en  el  flujo  renal, 
y consiguientemente  en  el  volumen  del  filtrado  glo- 
mendar,  mientras  que  el  mecanismo  bipertensor,  se 
pone  en  marcba  ante  la  disminución  de  la  presión 
sanguínea  media  en  la  sangre  que  llega  al  vaso  afe- 
rente de  los  glomérulos.  Así  se  explica  que  haya 
enfermos  en  los  que  después  de  la  intervención  se 
logre  normalizar  estas  pruebas,  sin  que  por  ello  se 
asista  a una  reducción  de  la  presión  arterial  elevada. 
Aparte  de  este  inconveniente,  las  pruebas  de  función 
renal  diferencial  tienen  el  peligro  de  la  infección  urina- 
ria, y a este  respecto  no  debe  olvidarse  la  facilidad  con 
(jue  se  infecta  el  riñón  hipertenso;  las  dificultades 
técnicas  del  cateterismo,  no  fácil  en  todos  los  casos, 
y en  el  caso  de  la  pnieba  de  Howard,  la  facilidad  con 
que  la  recogida  de  las  orinas  se  lleva  a cabo  con  un 
margen  de  error  demasiado  elevado.  Por  todo  esto, 
se  tiende  en  la  actualidad  a no  practicarlas,  o a darlas, 
al  menos,  un  valor  muy  relativo. 

Un  método  indirecto  de  valorar  la  actividad  presora 
del  riñón  afecto,  es  la  medida  del  gradiente  de  presión, 
la  cual  se  lleva  a cabo  durante  la  intervención,  con  pun- 
ción pre  y post-estenótica.  Algunos  autores  la  realizan 
mediante  un  catéter  filiforme  durante  la  realización 
de  la  arteriografía,  pero  con  el  peligro  de  movilizar 
una  placa  de  ateroma  y provocar  una  embolia  renal. 
Según  Stewart  (31),  Beratz  y otros,  la  intervención 
(|uirúrgica  será  de  utilidad  solamente  si  el  gradiente  de 
presión  es  superior  a los  40  mm  de  Hg.  y totalmente 
inútil  si  es  inferior  a los  10  mm  de  Hg.  Aunque  en 
general,  los  casos  que  se  benefician  de  la  intervención 
presentan  gradientes  mayores  de  50  mm  de  Hg.  la  ver- 
dad es  que  no  hay  un  paralelismo  estrecho  y no  es  raro 
encontrar  enfermos  que  se  normalizan  después  de  la  ope- 
ración, en  los  que  el  gradiente  tensional  no  superaba  los 
20  mm  de  Hg. 

Kiser  (32)  ha  tratado  de  medir  las  diferencias  circula- 
torias entre  el  riñón  sano  y el  estenótico  recurriendo 
al  fonocateter,  mediante  el  cual,  una  vez  introducido 
en  la  pelvis  renal,  se  mide  electrónicamente  la  intensidad 
de  las  ondas  sonoras  que  se  originan  en  una  y otra 
arteria  renal.  Estas  estarán  amortiguadas  en  el  lado 


afecto. 

Parece  lógico  que  si  la  hipertensión  vásculo-renal 
se  debe  a la  bipersecreción  de  renina  por  el  riñón 
afecto,  el  método  más  seguro  de  demostrar  este  me- 
canismo será  el  hallazgo  de  un  nivel  plasmático  de 
renina  y/o  de  angiotensina,  por  encima  de  lo  nonnal. 
Pues  bien;  antes  de  que  se  dispusiera  de  técnicas  para 
medir  ambas  sustancias  con  cierta  seguridad,  Kaplan 
y col.  (33)  propusieron  un  método  indirecto  con- 
sistente en  investigar  la  respuesta  presara  después  de 
una  infusión  de  angiotensina.  Si  el  nivel  de  angio- 
tensina endógena  circulante  es  bajo,  la  administración 
de  una  dosis  de  angiotensina  provocará  un  aumento 
determinado  de  la  presión  arterial.  En  cambio,  si  el  nivel 
de  angiotensina  endógena  circulante  es  muy  alto  (como 
debe  suceder  en  la  hipertensión  vásculo-renal),  la  misma 
dosis  de  angiotensina  exógena  provocará  un  aumento  de 
las  cifras  tensionales  mucho  menor,  ya  que  el  aumento 
proporcional  de  la  angiotensinernia  será  mucho  menor. 
Probablemente  la  angiotensina  endógena,  aumentada, 
ocupará  los  lugares  receptores  de  la  pared  vascular, 
ocasionando  así  una  resistencia  relativa  a la  angio- 
tensina exógena.  Por  tanto,  si  queremos  obtener 
un  aumento  dado  en  las  cifras  de  tensión  arterial,  se 
precisará  inyectar  una  cantidad  superior  de  angio- 
tensina si  el  nivel  previo  de  angiotensinernia  es  elevado 
(caso  de  la  hipertensión  vásculo-renal).  Así,  en  el  caso 
de  la  hipertensión  esencial  benigna,  (con  niveles  nor- 
males de  angiotensinernia),  para  elevar  la  tensión  arterial 
diastólica  en  20  mm  de  Hg  se  precisan  menos  de  6.5 
mJigrs./Kg  por  minuto,  mientras  que  en  la  hipertensión 
vásculo-renal  se  requieren  más  de  6.5  iqpgrs/Kg  por  mi- 
nuto para  lograr  la  misma  elevación  tensional.  Esta 
prueba  no  debe  llevarse  a cabo  en  casos  de  hipertensión 
maligna,  o si  hay  antecedentes  de  accidentes  vasculares 
cerebrales  o de  enfennedad  coronaria.  Su  utilidad 
es  grande  en  manos  de  Kaplan  y Silah  (33),  y de  Hocken 
y Kark  (34),  y nula,  en  cambio,  en  las  de  otros  autores 
(35,  36,  37).  Aunque  los  resultados  sean  inconstantes 
según  los  diversos  autores,  la  verdad  es  que  puede 
proporcionar  resultados  positivos  falsos  en  el  15  por 
ciento  de  los  casos,  y negativos  falsos  en  el  6 por 
ciento,  lo  cual  le  confiere  un  valor  diagnóstico  no 
definitivo,  pero  si  orientador.  Algunos  autores  han 
encontrado  buena  correlación  entre  los  resultados  ob- 
tenidos con  la  prueba  de  Kaplan,  y la  determinación 
de  la  actividad  renina  del  plasma.  Los  resultados 
positivos  falsos  se  obtienen  sobre  todo  en  hipertensos 
esenciales  tratados  con  natriuréticos,  y en  algunos 
nefropatías  parenquimatosas.  Teniendo  esto  en  cuenta, 
y dada  la  simplicidad  de  esta  pmeba  no  hay  inconve- 
niente en  seguirla  utilizando,  especialmente  en  los  casos 
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que  presenten  otros  datos  sospechosos  de  hipertensión 
vásculo- renal. 

La  determinación  de  la  actividad  renina  en  la  sangre 
venosa  periférica,  y en  la  sangre  de  la  vena  renal,  fue 
realizada  por  Helmer  y Judson  (1960)  (38),  y por 
Judson  y Helmer  (1965)  (39),  con  resultados  positivos, 
y actualmente,  es  una  técnica  de  exploración  habitual 
en  gran  número  de  centros  dedicados  al  estudio  de 
enfermos  hipertensos. 

Su  medida  aislada  en  la  sangre  venosa  periférica 
proporciona  con  frecuencia  resultados  elevados  en  la 
hipertensión  vásculo-renal,  pero  a veces  los  resultados 
obtenidos  están  dentro  de  lo  normal.  Por  otra  parte, 
se  influencia  por  muchos  factores,  como  el  ortosta- 
tismo,  la  restricción  de  Na  en  la  dieta,  ciertas  drogas, 
etc.  Según  Amsterdam,  la  concordancia  entre  los 
resultados  obtenidos  con  la  determinación  de  la  acti- 
vidad renina  en  sangre  venosa  periférica  y con  la 
operación  no  pasan  del  62  por  ciento.  Meyer  y cois. 
(40),  recomendaron  practicar  las  determinaciones  en 
sangre  obtenida  de  la  vena  cava  inmediatamente  por 
encima  de  las  venas  renales,  pero  no  cabe  duda  de 
que  la  máxima  utilidad  la  proporciona  la  medida  de 
la  renina  en  la  sangre  de  las  venas  renales,  especial- 
mente si  se  comparan  los  resultados  obtenidos  simul- 
táneamente en  ambos  lados  (41).  Puede  compararse 
la  actividad  renina  presente  en  la  sangre  venosa  del 
riñón  afecto  (R),  con  la  de  la  sangre  venosa  periférica 
(P),  o bien  con  la  de  la  sangre  venosa  del  riñón  sano 
(R).  En  general  se  acepta,  que  si  la  relación  R/P  es 
superior  a 2.0,  existe  una  estenosis  arterial  renal  en 
el  lado  explorado,  lo  mismo  que  si  la  relación  R/R  es 
superior  a 1.5.  En  ambos  casos,  la  concordancia  con 
los  resultados  beneficiosos  de  la  intervención  quirúr- 
gica sobrepasa  el  85  por  ciento.  La  diferencia  entre 
uno  y otro  lado,  en  cuanto  a actividad  renina,  puede 
aumentarse  mediante  un  ortostatismo  de  4 horas  de 
duración,  o con  una  dieta  pobre  en  Na  (de  10  mEq/24 
horas),  durante  los  4 días  previos  a la  prueba.  Mi- 
diendo simultáneamente  el  flujo  plasmático  renal  en 
cada  lado  (mediante  el  aclaramiento  de  para-amino- 
hipurato),  puede  calcularse  la  secreción  de  renina 
(en  nanogramos/minuto),  en  cada  lado,  la  cual,  estará 
muy  elevada  en  el  lado  afecto. 

La  determinación  del  nivel  de  angiotensina  circu- 
lante mediante  técnicas  de  radioinmunoensayo  puede 
ser  de  gran  utilidad  en  el  futuro,  pero  en  la  actualidad 
la  experiencia  es  todavía  escasa  a este  respecto.  Teó- 
ricamente, debe  depender  no  solo  de  la  velocidad 
de  producción,  sino  también  de  la  velocidad  con  que 
se  realiza  su  “aclaramiento”  plasmático.  Entonces, 
pueden  encontrarse  resultados  normales  aunque  la  pro- 


ducción sea  excesiva,  si  su  captación  por  los  tejidos  es 
excesiva. 

Para  terminar,  unas  palabras  acerca  de  la  utilidad  de 
la  biopsia  renal  en  el  diagnóstico  de  la  hipertensión 
vásculo-renal,  Crocker  y cois.  (42),  y Itskovitz  y cois. 
(43),  han  preconizado  la  medida  del  número  y granula- 
ridad  de  las  células  yuxtaglomerulares,  como  dato  de- 
mostrativo de  la  actividad  presora  del  riñón  isquémico. 
Es  cierto  que  ambos  datos  estarán  aumentados  en  el  lado 
afecto  con  respecto  al  normal,  y que  su  hallazgo  tiene 
por  sí  solo  gran  valor  diagnóstico.  Pero  no  hay  que 
olvidar  que  para  llevar  a cabo  esta  técnica  no  basta  el 
cilindro  obtenido  mediante  la  punción-biopsia  (dema- 
siado pequeño),  sino  que  se  requiere  una  biopsia 
en  cuña,  a cielo  abierto,  que  no  siempre  se  podrá 
llevar  a cabo.  La  biopsia  renal,  mediante  punción, 
puede  ser,  en  cambio  de  utilidad  cuando  se  hace 
para  juzgar  el  estado  anatómico  del  riñón  no  is- 
quémico. En  efecto;  una  vez  asegurado  el  diagnóstico 
de  isquemia  renal  de  un  lado,  como  causa  de  la 
hipertensión,  si  llevamos  a cabo  la  intervención  qui- 
rúrgica (nefrectomía,  “by  pass”,  etc.),  podemos  en- 
contrarnos con  que  la  tensión  arterial  no  desciende, 
por  haberse  producido  lesiones  vasculares  irreversi- 
bles en  el  riñón  “sano”  por  el  mecanismo  de  Wilson 
y Byrom,  las  cuales,  mantendrán  por  sí  solas  la  hiper- 
tensión aunque  se  anule  mediante  la  cirugía  la  isque- 
mia del  otro  riñón.  Por  eso,  antes  de  la  intervención, 
Vertes  (44)  recomienda  practicar  la  biopsia  bilateral 
con  objeto  de  abstenernos  de  operar,  si  existen  sig- 
nos de  enfermedad  vascular  intrarrenal  obliterativa 
en  el  lado  “no  afecto”.  Con  este  mismo  objeto, 
Stamey  (45)  propuso  medir  el  flujo  plasmático  renal 
mediante  el  aclaramiento  del  para-aminohipurato  en 
ambos  lados.  Si  éste  es  superior  a 250  cc/min.  en  el 
lado  no  afecto,  la  operación  debe  tener  éxito,  y si  es 
inferior  a 175  cc/min,  es  preferible  no  operar.  La 
experiencia  ulterior  de  otros  autores  no  ha  confirmado 
estos  resultados  (Foster  y cois.  (46),  Mendoca  y 
cois.  (47)). 

Podemos  concluir,  en  resumen,  que  en  el  tratamiento 
de  la  hipertensión  vásculo-renal,  ha  pasado  “la  era  del 
romance”  (Stamey),  para  ser  sustituida  por  otra  más 
realista.  No  basta  encontrar  en  la  arteriografía  signos 
indudables  de  estenosis  de  una  arteria  renal  para  enviar 
al  enfermo  al  quirófano.  Es  necesario  demostrar  que 
esas  lesiones  anatómicas  son  las  responsables  de  la  hi- 
pertensión, y no  su  consecuencia.  Pero  al  mismo  tiempo 
es  preciso  considerar  otros  factores  de  índole  general 
antes  de  hacer  la  decisión.  La  edad  del  enfermo,  el 
estado  anatómico  de  los  vasos  (generales  y renales),  el 
grado  de  función  renal,  y la  presencia  de  ciertas  en- 
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fermedades  (diabetes,  por  ejemplo)  son  otros  tantos 
datos  que  deben  barajarse  antes  de  concluir  la  utilidad 
de  una  operación.  Solo  así,  estudiando  bien  los  en- 
fermos, y seleccionando  al  máximo  los  candidatos  para 
la  cirujía  podremos  aumentar  el  tanto  por  ciento  de 
enfermos  vásculo-renales,  curados  mediante  el  único 
procedimiento  teóricamente  posible:  la  operación. 
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Cuando  Klemperer,  Pollack  y Baer  crearon  el 
concepto  de  enfermedades  del  colágeno,  ya  seña- 
laron la  frecuencia  con  que  se  encontraban  lesiones 
renales  en  los  enfermos  de  lupus  eritematoso  disemina- 
do. Posteriormente  se  ha  ido  conociendo  la  afectación 
renal  de  las  restantes  enfermedades  de  este  grupo  (Tabla 
I,  tomada  en  parte  de  Pi  . ni  (1)).  Con  excepción  de  la 
derm  atom  iositis  y de  la  artritis  reumatoide,  en  las  cuales 
la  nefropatía  es  relativamente  poco  frecuente,  en  las 
demás,  los  riñones  se  afectan  con  extraordinaria  frecuen- 
cia, y dicha  afectación  es,  a menudo,  la  causa  del  exitus. 

El  motivo  de  ello,  reside,  por  un  lado,  en  la  misma 
naturaleza  y mecanismo  de  producción  de  las  enfermeda- 
des del  colágeno;  por  otro  en  las  peculiaridades  estructu- 
rales y funcionales  de  los  riñones. 

En  las  colagenosis,  es  típica  la  coexistencia  de  fenó- 
menos degenerativos  y proliferativos,  con  vasculitis  afec- 
tando arterias  de  tamaño  medio,  arteriolas,  capilares  y a 
veces  a pequeñas  venas,  todo  ello  producido  a través 
de  un  mecanismo  probablemente  inmunológico.  Pues 
bien,  los  riñones,  tienen  un  abundante  y complejo 
sistema  vascular,  reciben  s,^igre  en  cantidad  muy  supe- 
rior a la  de  otros  órganos,  y ésta,  discurre  a través  de  los 
glomérulos,  que,  con  su  capa  endotelial,  fenestrata,  y 
su  membrana  basal,  (de  mayor  grosor  que  la  de  otros 
territorios  capilares),  constituye  un  filtro  especialmente 
apto  para  atrapar  grandes  moléculas  circulantes.  Los 
anticuerpos,  o mejor,  los  complejos  antígeno-  anti- 
cuei-po,  circulantes,  quedan  por  tanto  con  facilidad  de- 
tenidos a este  nivel,  facilitándose  de  esta  forma  un  con- 
tacto prolongado  entre  ellos  y la  membrana  basal  glo- 
merular. 

Recientemente  Hashimoto  (2),  Gyorkey  (3)  y otros 
han  encontrado  unas  partículas  identifícables  como 
virus  RNA,  del  tipo  de  los  paramixovirus,  en  las  células 
endoteliales  renales  de  enfermos  con  lupus  eritematoso 
diseminado,  y de  otras  colagenosis  (esclerodermia,  púr- 


Conferencia  pronunciada  en  Ponce,  Puerto  Rico,  el  2 de 
junio  de  1970,  con  ocasión  de  la  Convención  Semi-Anual 
de  la  Sociedad  Médica  del  Distrito  Sur. 


pura  trombocitopénica  trombótica,  síndrome  de  Good- 
pasture,  dermatomiositis,  síndrome  de  Sjogren,  etc.). 
Según  Hashimoto  (2),  el  paramixovirus  lesionaría  la 
célula  endotelial,  permitiendo  así  el  paso  del  fibrinó- 
geno  al  tejido  conectivo,  donde  sería  convertido  en 
fibrina.  Por  otra  parte,  la  liberación  de  componentes 
de  las  células  endoteliales  lesionadas  induciría  la  for- 
mación de  anticuerpos  contra  dichos  antígenos.  Los 
complejos  antígeno-anticuerpo  así  formados  quedarían 
atrapados  en  el  filtro  renal,  y pondrían  en  marcha  la 
nefropatía  correspondiente. 

Dada  la  gran  amplitud  del  tema,  y ante  la  imposibi- 
lidad de  tratar  en  detalle  la  nefropatía  de  todos  los 
procesos  incluidos  en  el  grupo  de  las  colagenosis,  nos 
detendremos  especialmente  en  la  afectación  renal  del 
lupus  eritematoso  diseminado,  prototipo  de  este  grupo 
de  procesos,  y al  final  haremos  un  resumen  de  las  ca- 
racterísticas principales  de  la  afectación  renal  en  otras 
enfermedades  del  colágeno. 

Lupus  eritematoso  diseminado 

Desde  el  punto  de  vista  clínico,  es  de  extraordinaria 
importancia,  ante  un  enfermo  de  lupus  eritematoso 
diseminado,  saber  si  tiene  o no  nefropatía,  ya  que  ésta 
aparece  en  el  50  al  80  por  ciento  de  los  casos,  y condu- 
ce a la  muerte,  por  insuficiencia  renal  en  el  50  por  ciento 
de  ellos. 

Clínicamente,  puede  presentarse  de  varias  maneras 
(Tabla  II):  1.  en  forma  silente,  es  decir,  sin  síntomas 
ni  signos  clínicos  de  enfermedad  renal.  En  estos  casos, 
únicamente  la  biopsia  renal  permite  descubrir  lesiones 
focales  glomerulares  que  describiremos  más  adelante, 
2.  como  una  proteinuria,  más  o menos  importante, 
con  o sin  alteraciones  del  sedimento.  La  proteinuria 
suele  ser  el  primer  signo  de  afectación  renal  en  el  lupus 
eritematoso  diseminado.  Mediante  la  electroforesis 
se  puede  demostrar  su  elevado  contenido  en  gamma- 
globulina,  y en  algunos  casos,  puede  incluso  hallarse 
en  la  orina  en  factor  LE.  Las  alteraciones  del  sedimento 
consisten  en  microhematuria,  leucocituria,  y cilindruria. 
Pueden  encontrarse  al  mismo  tiempo  cilindros  hialinos. 


148 


149 


Volumen  63 
Núm.  6 


A.  Ortega  Núñez,  MD 


TABLA  1:  FRECUENCIA  DE  AFECTACION  RENAL  EN  LAS  ENFERMEDADES  DEL 

COLAGENO 


Enfermedad 

A.  Clin. 

A.  Pat. 

Muerte  R. 

Duración  de  A.  R. 

Lupus  E.  D. 

50-80  por  eiento 

80-100  por  ciento 

40-50  por  ciento 

1-10  años 

Panarteritis  nudosa: 

F.  “elásica” 

70-100 

70-100 

50-60 

1-4 

Angeitis  de  H. 

100 

100 

90 

<1 

Esclerodeimia 

15 

40-50 

5-15 

1-10 

Dermatomiositis 

5 

1 

0 

Artritis  Reumatoide 

10-30 

10-20 

5 

3-20 

Púrpura  Tromb.  T. 

95 

90-100 

50-70 

<1 

TABLA  II:  MANIFESTACIONES  CLINICAS 
DE  LA  NEFROPATIA  LUPICA 


1.  Forma  silente 

2.  Proteinuria  y/o  alteraciones  del  sedimento 

3.  Síndrome  nefrósico 

4.  Insuficiencia  renal  y/o  hipertensión  arterial 


granulosos,  grasos,  cercos  de  insuficiencia  renal,  hemá- 
ticos  y leucocíticos.  Esta  aparición  conjunta  en  el 
sedimento  de  signos  propios  de  nefropatía  crónica  y 
aguda,  constituye  el  llamado  “sedimento  telescopado”, 
o fenómeno  de  Krupp,  y resulta  de  la  coexistencia 
de  lesiones  renales  en  diferente  periodo  evolutivo. 
No  es  específico  del  lupus,  ya  que  puede  observarse 
también  en  otros  procesos,  como  por  ejemplo  en  la 
panarteritis  nudosa,  3.  aproximadamente  en  el  30 
por  ciento  de  los  casos,  la  nefropatía  lúpica  se  mani- 
fiesta como  un  síndrome  nefrósico.  A veces  se  trata 
de  un  síndrome  nefrósico  “clásico”,  sin  ninguna  pecu- 
liaridad, pero  por  lo  general,  destaca  en  él  la  existencia 
de  una  cifra  de  gamma  globulina  normal  o alta,  a di- 
ferencia de  lo  que  suele  suceder  en  la  mayor  parte  de 
los  síndromes  nefrósicos.  Hasta  tal  punto  es  esto  cierto, 
que  ante  un  cuadro  nefrósico,  que  presente  en  el  espec- 
tro electroforético  hipergammaglobulinemia,  debe  sos- 
pecharse la  nefropatía  lúpica.  En  ocasiones,  el  sín- 
drome nefrósico  del  lupus  cursa  con  una  cifra  de  coles- 
terina normal  o baja  (síndrome  seudo-nefrósico),  lo  cual 
supone  para  algunos  autores  un  signo  de  mal  pronóstico. 
4.  finalmente,  la  nefropatía  lúpica  puede  manifestarse 


como  un  cuadro  de  insuficiencia  renal,  con  o sin  hiper- 
tensión arterial.  La  insuficiencia  renal  se  presenta 
aproximadamente  en  el  25  por  ciento  de  los  casos  de 
nefropatía  lúpica,  y suele  ser  la  manera  más  frecuente 
de  morir  estos  enfermos.  Puede  cursar  con  hipertensión 
arterial,  apareciendo  ésta,  en  relación  con  la  duración  y 
gravedad  de  la  nefropatía.  En  algunas  ocasiones,  puede 
aparecer  hipertensión  arterial  sin  insuficiencia  renal,  y 
con  escasa  frecuencia,  la  hipertensión  adquiere  las  ca- 
racterísticas de  la  hipertensión  maligna. 

En  cualquier  forma  de  presentación,  la  nefropatía 
lúpica  puede  aparecer  en  todas  las  etapas  de  la  evolución 
del  lupus  eritematoso  diseminado.  Con  mayor  fre- 
cuencia lo  hace  al  comienzo,  y a veces  es  la  única 
manifestación  de  la  enfermedad.  El  pronóstico  es 
mucho  mejor  en  los  casos  en  que  no  existe  nefropatía, 
o esta  es  leve,  y tardía,  que  en  los  que  la  afectación 
renal  se  establece  tempranamente.  En  los  primeros, 
la  supervivencia  puede  llegar  a los  10  o más  años,  mien- 
tras que  en  los  segundos  no  suele  pasar  de  uno  o dos 
años. 

Desde  el  punto  de  vista  clínico,  un  dato  importante 
para  juzgar  el  grado  de  actividad  de  la  afectación  renal 
en  el  lupus  eritematoso  diseminado,  es  la  titulación  del 
complemento.  Hace  ya  bastantes  años,  nosotros,  con 
Segovia,  Jiménez  Casado,  Aguirre  y Duran  tez  emplean- 
do la  técnica  de  Heidelberger,  encontramos  títulos 
muy  bajos  del  complemento  en  las  formas  activas  de  la 
nefropatía  lúpica.  Actualmente  se  hace  con  mucha 
más  facilidad,  mediante  la  inmunodifusión,  con  anti- 
suero específico  ante  beta-l-C  globulina  (fracción  C’3 
del  complemento).  El  descenso  de  la  fracción  C’3 
del  complemento  revela  su  consumo  exagerado,  al 
depositarse  con  los  complejos  antígeno-anticuerpo  en 
los  glomérulos.  Ello  indica  actividad  de  la  nefro- 
patía. A la  inversa,  la  fracción  C’3  se  nonnaliza  al 
lograr  la  remisión  clínica  con  la  administración  de 
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TABLA  III:  PATOLOGIA  RENAL  EN  EL 
LUPUS  ERITEMATOSO  DISEMINADO 


1.  Riñones  normales 


2.  Glomerulitis  lúpiea  (Foeal.  Loeal) 

3.  Glomerulonefritis  membranosa 


4.  Glomerulonefritis  lúpiea  activa  (Focal,  local  -> 

Generalizada, 

Difusa) 

Engrosamiento  de  la  basal  glom. 

Hilos  de  alambre 
Trombos  hialinos 
Proliferación  celular 
C.  hematoxinófilos 
Sinecpiias  cáps-glom. 

Semilunas  fibroepit. 

Proliferación  fibrosa 


+ Lesiones  inespecíficas  de  . 

- tubos 

- intersticio 


5.  Amiloidosis 


prednisona  o de  inmunosupresores  (Muerhcke  y cois. 

(7)). 

La  anatomía  patológica  de  la  nefropatía  lúpiea, 
se  conoce  mejor  desde  la  introducción  de  la  micros- 
copía electrónica  y de  las  técnicas  histoquímicas  e 
inmunohistoquímicas. 

En  la  biopsia  renal,  podemos  encontrar  mediante 
el  microscopio  de  luz  diversos  tipos  de  afectación 
(Tabla  III),  dependiendo  de  la  diferente  intensidad 
de  la  respuesta  inmunológica.  Las  lesiones  glomeru- 
lares  encontradas,  pueden  ser  generalizadas  o focales, 
según  afecten  a todos  los  glomérulos,  o solamente 
a algunos  de  ellos;  y también  pueden  ser  difusas  o 
locales,  según  se  hallen  extendidas  por  todo  el  glomé- 
rulo,  o únicamente  afectando  a algunas  asas  del  glo- 
mérulo. 

1.  ei  algunos  casos  la  imágen  histológica  de  la 
biopsia  renal  es  totalmente  normal,  incluso  en  algunos 
enfermos  con  anormalidades  en  la  orina.  Es  cierto, 
sin  embargo,  que  en  estos  casos,  el  estudio  con  mi- 
croscopio electrónico  revela  que  los  glomérulos  no 
están  tan  normales  como  parecía  con  el  microsco- 
pio de  luz.  Ya  veremos  más  adelante  qué  tipo 
de  lesiones  ultramicroscópicas  se  encuentran  en  estos 
casos. 

2.  el  grado  mínimo  de  aféctación  es  lo  que  se  llama 
la  glomerulitis  lúpiea.  En  ella,  están  afectos  solamente 
algunos  glomérulos  (glomerulitis  focal),  y se  observan 
lesiones  solamente  en  algunas  zonas  del  ovillo  glome- 


rular (glomerulitis  local),  especialmente  las  zonas  más 
periféricas,  pennaneciendo  indemnes  las  restantes  asas 
glornerulares.  No  se  observan  lesiones  en  los  vasos, 
en  los  tubos  ni  en  el  intersticio. 

Los  capilares  glornerulares  afectos,  presentan  hiper- 
celularidad  (endotelial  y axial),  y ligero  engrosamiento 
de  la  membrana  basal.  Clínicamente  estos  casos  corres- 
ponden a las  formas  silentes,  que  cursan  con  orina 
normal  y sin  otros  signos  de  afectación  renal,  o bien, 
a los  casos  que  presentan  proteinuria  ligera  y/o  altera- 
ciones del  sedimento  urinario.  El  haber  encontrado 
en  algunas  necropsias  lesiones  de  glomerulonefritis 
lúpiea  avanzada,  en  enfermos  en  cuya  biopsia  renal  se 
encontró  solamente  glomerulitis  lúpiea,  bizo  pensar 
que  la  glomerulitis  lúpiea  no  era  sino  la  fase  inicial 
de  la  nefropatía,  capaz  de  evolucionar  con  el  paso  del 
tiempo  a formas  más  avanzadas  y graves  de  afectación 
renal.  Sin  embargo,  la  revisión  practicada  por  diversos 
autores  (Muehrcke  (8);  Pollack,  Pirani  y Schwartz  (9)) 
a lo  largo  de  varios  años,  en  gran  número  de  enfermos, 
ha  permitido  demostrar,  que  en  general  la  glomerulitis 
lúpiea  no  progresa  a glomerulonefritis  lúpiea,  excepto 
en  casos  muy  poco  frecuentes.  Se  trata  pues,  de  la 
forma  de  mejor  pronóstico  de  nefropatía  lúpiea,  y su 
presencia  no  hace  necesario  el  empleo  de  corticosteroi- 
des,  si  es  que  éstos  no  se  precisan  por  otros  motivos. 

3.  En  la  glomerulonefritis  membranosa,  destaca  el 
engrosamiento  difuso  de  la  membrana  basal  glomerular. 
Pueden  asociarse  pequeños  infiltrados  inflamatorios,  y 
más  o menos  edema  intersticial.  Clínicamente  corres- 
ponde a las  formas  que  cursan  con  intensa  proteinuria, 
o con  síndrome  nefrósico,  presentando  función  renal  y 
tensión  arterial  normales.  La  evolución  es  lenta,  según 
se  ha  confirmado  realizando  biopsias  seriadas,  sin  obser- 
varse por  lo  general  su  transición  hacia  formas  más  graves 
de  glomerulonefritis  lúpiea. 

4.  la  glomerulonefritis  lúpiea  aetiva  es  el  grado  más 
avanzado  (Fig.  1)  de  afectación  renal,  constituyendo 
la  forma  más  típica,  y la  única  capaz  de  sugerir  la 
naturaleza  lúpiea  en  el  estudio  de  la  biopsia  renal.  Se 
caracteriza  por  presentar  al  mismo  tiempo  lesiones 
glornerulares,  tubulares,  vasculares  e intersticiales,  siendo 
las  alteraciones  de  los  glomérulos  de  diversos  tipos,  con 
carácter  local  y focal  al  comienzo,  pero  con  tendencia 
a hacerse  generalizadas  y difusas  con  el  paso  del  tiempo. 

Las  lesiones  que  pueden  encontrarse  en  los  glomé- 
rulos son  las  siguientes:  a)  engrosamiento  de  la  membra- 
na basal  glomerular,  afectando  preferentemente  la  peri- 
feria del  glomérulo,  con  carácter  focal  y local,  b)  vasos 
en  hilo  de  alambre:  en  la  periferia  del  glomérulo,  uno 
o algunos  capilares,  aparecen  constituidos  por  una  pared 
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muy  engrosada,  homogéneamente  acidófila,  PAS  positi- 
va, y con  aspecto  de  rigidez,  por  la  existencia  de  necro- 
sis fibrinoide  a este  nivel.  El  hallazgo  de  vasos  en  hilos 
de  alambre,  aunque  muy  sugestivo  de  nefropatía  lúpica 
no  es  patognornónico  de  ella,  ya  que  pueden  verse  tam- 
bién en  la  hipertensión  maligna,  en  la  eclampsia,  en  la 
dermatomiositis,  en  la  esclerodermia,  en  la  trombosis 
de  las  venas  renales  y en  algunas  glomerulonefritis,  c) 
trombos  hialinos  (Fig.  2),  constituidos  por  masas 
redondas  u ovales,  de  un  material  de  características 
histoquímicas  semejantes  al  que  forma  las  asas  de  alam- 
bre. Estas  masas,  obstruyen  total  o parcialmente  la  luz 
capilar,  y en  ocasiones  parecen  continuarse  con  la  mem- 
brana basal,  lo  que  dio  a Alien  (10)  motivo  para  hablar 
de  una  “capilaritis  verrucosa”,  d)  cuerpos  bematoxinó- 
filos  de  Gross  (Fig.  3),  ovoides  o alargados,  de  límites 
imprecisos  a veces,  que  se  tiñen  en  rojo  pardo  por  la 
hematoxilina  y en  púrpura  por  la  pironina.  Aparecen 
en  los  capilares  glomerulares,  en  los  capilares  intertubu- 
lares, y a veces  en  el  seno  de  los  trombos  hialinos,  y 
tienen  la  misma  significación  que  las  masas  nucleares 
fagocitadas  por  las  células  LE;  están  constituidos  quí- 
micamente por  DNA  más  una  proteína,  y son  Feulgen 
positivos,  e)  proliferación  celular  localizada  sobre  todo 
a nivel  de  la  periferia  del  ovillo  glomerular,  a expensas 
de  elementos  epiteliales  y endoteliales,  f)  finalmente, 
pueden  encontrarse  también  sinequias  capsuloglomeru- 
lares,  semilunas  fibroepiteliales  y áreas  de  proliferación 
fibrosa,  como  consecuencia  de  los  fenómenos  inflama- 
torios que  tienen  lugar  en  la  periferia  del  glomérulo 
(Figs.  4 y 5). 

En  el  intersticio,  en  los  tubos  y en  los  vasos,  las  le- 
siones encontradas  son  totalmente  inespecíficas;  áreas 
de  edema  intersticial,  fibrosis  o infiltrados  inflama- 
torios en  el  intersticio;  imágenes  de  degeneración  tubu- 
lar, de  atrofia  tubular  o de  dilatación  tubular,  en 
ocasiones  con  cilindros  PAS  positivos  en  la  luz  de  los 
túbulos;  por  último,  imágenes  de  necrosis  fibrinoide 
en  la  pared  de  algunos  vasos,  o de  proliferación  fibro- 
blástica  de  la  adventicia  arterial,  “en  hojas  de  cebolla”, 
semejante  a la  que  se  encuentra  en  las  arteriolas  centro- 
lobulillares  de  los  cuerpos  de  Malpigmó  en  el  bazo 
(Fig.  6). 

De  las  lesiones  glomerulares  anteriormente  citadas, 
la  única  que  se  considera  por  algunos  autores  como 
patognomónica  de  nefropatía  lúpica  es  la  presencia 
de  cuerpos  hematoxinófilos  de  Gross,  pero  se  encuentra 
solo  en  el  20  al  30  por  ciento  de  las  biopsias  de  casos 
con  nefropatía  lúpica.  Por  otra  parte  su  especificidad 
es  también  muy  discutible,  ya  que  puede  encontrarse 
también  en  otras  colagenosis. 


Fig.  1:  Glomerulonefritis  lúpica.  PAS.  70  X.  Refuerzo 
de  la  basal,  asas  de  alambre. 


Fig.  2:  Glomerulonefritis  lúpica.  Trombosis  focal.  PAS 
800  X. 


Fig.  3:  Glomerulonefritis  lúpica.  Cuerpo  hematoxinofilo 
Kossa  neg.  H.  E.  320  X. 
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Fie.  5:  Glomerulonefritís  lúpica. 
PAS  144  X. 


Reacción  extracapilar. 


Fig.  6:  Glomerulonefritís  lúpica.  Esclerosis.  Tubos 

atróficos  y dilatados. 


5.  finalniente  debemos  citar  la  posibilidad,  aunque 
realmente  excepcional,  de  encontrar  una  amiloidosis 
renal. 

En  la  Tabla  IV,  se  resumen  los  resultados  obtenidos 
en  51  casos  de  nefropatía  lúpica  estudiados  en  la  Fun- 
dación Jiménez  Díaz.  Desde  el  punto  de  vista  clínico, 
predominan  las  formas  con  proteinuria,  alteraciones 

del  sedimento,  o con  síndrome  nefrósico;  en  el  estudio 
histológico,  realizado  por  los  Dres.  Oliva  y Navarro  (1 1), 
se  observa  la  elevada  frecuencia  de  glomerulonefritis 
lúpica  activa,  en  comparación  con  las  formas  de  glome- 
rulitis  local,  mínima,  y de  glomerulitis  membranosa. 

En  las  Tablas  V,  VI,  VII  y VIII,  se  resumen  los  datos 
clínicos  y anatomopatológicos  más  importantes  de  4 
enfermos  estudiados  por  nosotros,  cuya  confrontación 
clínico-patológica  creemos  que  puede  ser  de  interés, 
ya  que  demuestra  hasta  qué  punto  pueden  carecer  de 
especificidad  las  lesiones  encontradas  en  la  biopsia 
renal  (12). 

El  primer  caso  (C.  J.  C.,  mujer  de  29  años  de  edad. 
Tabla  V),  presentaba  un  cuadro  muy  típico  de  lupus 
eritematoso  diseminado  (con  poliartritis,  fiebre,  derrame 
en  las  serosas,  endocarditis  de  Libman- Sacks,  erupción 
facial  característica,  y fenómeno  LE  positivo),  en  el 
curso  del  cua|  había  surgido  un  síndrome  nefrósico, 
que  había  evolucionado  con  insuficiencia  renal  e hiper- 
tensión arterial.  En  el  estudio  histológico  existían 
prácticamente  todas  las  alteraciones  observadas  en  la 
glomerulonefritis  lúpica  que  acabamos  de  señalar.  Ex- 
ceptuando la  hipergammaglobulinemia,  en  este  caso 
se  aunaban  las  principales  características  clínicas  del 
lupus  eritematoso  diseminado,  y las  manifestaciones 
renales  anatomopatológicas  más  típicas  de  nefropatía 
lúpica. 

En  el  caso  J.  C.  L.,  mujer  de  41  años  (Tabla  VI), 
los  hechos  clínicos  estaban  integrados  por  poliartri- 
tis intensa,  erupción  facial,  fotosensibilidad,  fiebre, 
hematuria,  dolor  renal  y edemas.  Tenía  hipergamma- 
globulinemia de  1.5  grs.,  fenómeno  LE  positivo,  y 
reacción  de  Rose  positiva  al  1/256,  sin  hipertensión 
arterial  ni  retención  uréica.  En  cambio,  las  lesiones 
halladas  en  el  estudio  histológico  fueron  de  escaso 
relieve,  pero  había  cuerpos  hematoxinófilos,  asas  de 
alambre  y discreto  refuerzo  de  las  membranas  básales. 

Otra  nefropatía  lúpica  con  escasas  lesiones  renales 
fué  el  caso  A.  F.  R.,  niña  de  8 años  de  edad  (Tabla 
VII),  que  presentaba  un  cuadro  febril,  con  poliartritis, 
fotosensibilización,  erupción  facial  típica,  fenómeno 
LE  positivo,  reacción  de  Rose  negativa  albuminuria  y 
microhematuria.  No  tenía  hipergammaglobulinemia. 
En  el  estudio  histológico  de  la  biopsia  renal  apenas 
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TABLA  IV:  51  CASOS  DE  L.  E.  D.  CON  BIOPSIA  RENAL  - (FUNDACION 

JIMENEZ  DIAZ) 


SEXO:  41  mujeres  - 10  hombres 

EDAD:  de  11  a 61  años 


Clínica 

Silente 12 

Proteinuria  20 

Alteraciones  del  sedimento  27 

Síndrome  nefrósico  14 

Insuficiencia  renal  6 

Hipertensión  arterial  9 


Biopsia  Renal 


Glomerulitis 24 

— local,  mínima  ; 14 

— membranosa,  difusa;  10 

Glomerulonefritis  lúpiea  27 

Amüoidosis  0 


TABLA  V 


C.  J.  C.  ^ $9 


It'll  rllnit'ti;  mffritstco 


Diagnóstico  histológico:  Ve/ropatÍA  lúpira 


Edad  de  comit-ngo 

Síntoma»  de  In  enfermedad  renal 


Curso  remitente  . 
Fiebre 

Adenopatta»  

Hígado  

Bazo 

Seroana; 

Pleura 

Pericardio  

Peritoneo  . - 
Artiitl»  

Piel: 

Cara  

Sensib.  sol 
UAas-pelos 
Corazón 

Síndrome  de  Raynaud 

P,  A.  

Laboratorio: 

U 

W 

P C ..  

V,  s 

V glob 

F.  L.  E. 

Rose  


U 

Albuminuria 
Edema 
Hipertensión 
Retención  urelca 
S.  B.  C.  23.3  % 
+ 

+ eataslB 
9 


L.  glomerular: 
Refuerzo  M.  B. 
Asas  alambre  .. 
Trombo»  hialino» 
Prollf.  celular 

Isquemia  

Cariorrexis 

Slnequla»  

Glom.  blallnlz. 

Irregularidad  

Exudado  


+ 

+ + 
+ 

+ + 


L.  tttbwJnr.' 

Z>egen.  epitelio. 

Atrofia  T.  cont 

Tubos  dilatado»  ...  ... 

Cilindros  Alb.  o Hem. 


+ + 

+ 

L.  mitral  en  I.  C.  C. 

9 

190/110 


3.1 

+ 

116...  96 
0.47 

+ 

9 


L.  intersticial: 

Edema 

Fibroai»  

Inflltr.  inflam.  ...  . 

Calcinoala  

L.  vascular  (arterias} : 

Elastos  

Sndart  

Arteriolas: 

Hlallnosls  

Fibiinolde 

Hojas  cebolla 

Cuerpos  bematox. 


-f- 

+ 

4- 

4- 

-f- 

4- 

+ 

+ 

+ 

+ 


•f 

+ 

+ 

+ 


+ 

+ 


+ 

+ 


+ 

+ 

+ 
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TABLA  VIII 


Á.L.O.  % u mhm 


eran  perceptibles  las  asas  de  alambre  y el  refuerzo 
de  las  básales  glomerulares,  pero  se  encontraron  cuer- 
pos bematoxinófilos. 

El  cuarto  caso,  A.  L.  C.,  mujer  de  35  años  (Tabla 
VIII)  no  presentaba  ningún  dato  clínico  ni  analítico 
que  hiciera  pensar  en  un  lupus  eritematoso  diseminado. 
No  tenía  fiebre,  afectación  de  serosas,  lesiones  cutáneas 
ni  endocárdicas;  el  fenómeno  LE  era  negativo,  como 
también  la  reacción  de  Rose;  no  tenía  hipergammaglobu- 
linemia,  y en  cambio  tenía  proteinuria,  edemas,  insufi- 
ciencia renal  e hipertensión  arterial.  Clínicamente,  se 
trataba  de  una  nefropatía  crónica  en  fase  de  esclerosis 
renal,  pero  en  la  biopsia  renal  se  encontraron  todas  las 
alteraciones  típicas  correspondientes  a una  glomerulo- 
nefritis  hípica;  asas  de  alambre,  refuerzo  de  las  básales 
glomerulares,  trombos  hialinos,  cuerpos  hematoxinó- 
filos,  etc.  Es  muy  difícil  afirmar  si  era  efectivamente 
un  caso  de  lupus  eritematoso  diseminado  con  sinto- 
matología  renal  exclusivamente,  o si  se  trataba  real- 
mente de  una  nefritis  subcrónica  en  fase  de  esclerosis 
renal,  con  cuadro  bistopatológico  “sugestivo”  de  nefro- 
patía lúpica.  Creemos  como  mucho  más  probable  que 
este  caso  no  es  verdaderamente  un  lupus  eritematoso 
diseminado,  a pesar  de  la  imágen  histológica  renal,  ya 
que  cuesta  mucho  trabajo  admitir  una  nefropatía 
lúpica  sin  lupus,  sin  hipergammaglobulinernia,  sin  fe- 


nómeno LE,  y sin  participación  de  otras  estructuras. 
Ello  resalta  todavía  más  la  cautela  que  debemos  tener 
al  afirmar  el  diagnóstico  de  nefropatía  lúpica  solo  por 
los  hallazgos  histopatológicos  encontrados  en  la  biopsia 
renal. 

Con  el  microscopio  electrónico  se  pueden  encontrar 
lesiones  glomerulares  incluso  en  los  casos  en  que  la 
imágen  con  el  microscopio  de  luz  es  totalmente  nonnal. 
En  las  formas  más  leves  se  observa  únicamente  engrosa- 
miento  de  la  membrana  basal  glomendar,  a veces  hasta 
hacerse  6 u 8 veces  más  gruesa  de  lo  normal.  Un  grado 
mayor  de  afectación,  consiste  en  el  depósito  subendote- 
lial  de  un  material  de  gran  densidad  electrónica.  Este 
depósito,  típicamente  localizado  entre  el  endotelio  y la 
basal,  puede  aparecer  en  algunos  puntos  en  la  basal, 
o incluso  atravesarla  y adoptar  una  localización  sub- 
epitelial, siempre  en  forma  focal  y de  poca  extensión. 
En  los  casos  que  cursan  con  síndrome  nefrósieo,  se 
aprecia  la  fusión  de  los  pedicelos  de  las  células  epitelia- 
les, las  cuales,  presentan  también  otros  cambios  ines- 
pecíficos (hinchazón,  gotitas  osmiofílicas  en  su  cito- 
plasma, vacuolas,  etc.).  En  las  células  endoteliales 
pueden  apreciarse  asimismo  algunas  alteraciones  (hin- 
ebazón  de  las  mismas,  gotitas  osmiofílicas,  etc.). 

Mediante  las  técnicas  de  inmunofluorescencia  se  ha 
demostrado  que  la  sustancia  depositada  en  los  glomé- 
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rulos,  entre  el  endotelio  y la  basal,  está  formada 
en  su  mayor  parte  por  inmunoglolmlinas,  las  cuales 
se  depositan  a lo  largo  de  la  basal,  en  unión  de  com- 
plemento y de  fibrinógeno.  Este  último  aparece 
probablemente  como  consecuencia  de  una  alteracií’m 
en  el  proceso  de  la  coagulación  inducida  por  el  depósito 
de  complejos  inmunes,  antígeno-anticuerpo-complemen- 
to  (Vasalli). 

La  gamma  globulina  puede  depositarse  con  arreglo 
a un  patrón  difuso  (Fig.  7),  o bien  en  forma  irregular, 
granular.  Se  trata  fundamentalmente  de  IgG,  aunque 
ocasionalmente  puede  existir  también  IgM,  y muy  rara 
vez  IgA.  Si  se  logra  su  elución,  mediante  un  pH  ácido, 
puede  comprobarse  cómo  el  80  por  ciento  de  la  gamma 
globulina  eluída  del  glomérulo  tiene  actividad  anti- 
cuerpo anti-DNA.  Esto  ya  puede  indicar,  que  la 
gamma  globulina  depositada  no  es  en  realidad  un  anti- 
cuerpo antimembrana  basal,  sino  más  bien,  un  anti- 
cuerpo anti/DNA.  Y en  efecto,  recientemente  se  ha 
demostrado  mediante  técnicas  histoquímicas,  que  en  los 
glomérulos  de  los  enfennos  con  nefropatía  lúpica 
existe  un  depósito  de  DNA  con  igual  distribución 
que  el  depósito  de  gamma  globulina.  Las  masas 
observadas  con  el  microscopio  electrónico  en  disposi- 
ción subendotelial,  son  pues,  complejos  inmunes  an- 
tígeno-anticuerpo  más  complemento.  En  su  mayor 
parte,  son  complejos  DNA-anti-DNA,  pero  posible- 
mente los  hay  también  de  otra  naturaleza.  Schur,  y 
cois  (13),  han  encontrado  que  todos  los  enfennos 
con  anticuerpos  anti-ribosómicos  tenían  afectación  re- 
nal, lo  cual  puede  indicar  la  existencia  de  complejos 
inmunes  contra  antígenos  ribosomales.  En  algún  caso 
aislado,  se  ha  demostrado  también  el  depósito  en  los 
glomérulos  de  una  crioglobulina  mixta  (IgG-lgM),  en 
la  cual  la  IgG  (7s  gamma  globulina)  funcionaría  como 
antígeno,  y la  IgM  (19s  gamma  globulina),  como  anti- 
cuerpo. La  IgM  eluída  de  estos  glomérulos  mantiene 
su  capacidad  para  reaccionar  con  la  IgG  agregada. 

Aceptando  que  la  mayor  parte  de  los  complejos 
inmunes  depositados  sobre  el  glomérulo  son  DNA- 
anti-DNA,  surge  la  pregunta  siguiente:  ¿de  dónde 
viene  el  DNA  que  ha  de  funcionar  como  antígeno 
en  la  reacción?  El  75  por  ciento  de  los  enfermos 
con  nefropatía  lúpica  tienen  en  su  sangre  anticuerpos 
anti-DNA,  precipitantes  o fijadores  del  complemento, 
y su  título  fluctúa  con  las  remisiones  y exacerbaciones 
clínicas  del  proceso.  Ello  demuestra,  que  el  depósito 
de  complejos  DNA  anti-DNA  debe  tener  importancia 
patogenética,  y para  ello  se  requiere  como  es  lógico, 
la  presencia  localmente  de  DNA. 

Pues  bien,  Tann,  Shurr,  Carr  y Kunkel  (14),  han 


demostrado  la  existencia  de  DNA  circulante  en  los 
enfermos  de  lupus  eritematoso  y este  DNA  que  circula 
libre  en  la  sangre,  puede  venir  de  distintos  puntos  del 
organismo.  Probablemente,  la  liberación  constante  de 
antígeno  nuclear,  necesaria  para  la  autoperpetuación 
de  la  enfermedad  tiene  lugar  en  la  médula  ósea,  en  la 
cual  existe  gran  proliferación  celular  con  un  elevado 
índice  de  muerte  celular.  En  la  médula  ósea  se  están 
desintegrando  constantemente  gran  cantidad  de  célu- 
las, con  lo  cual,  se  libera  el  material  antigénico  nuclear. 
Es  posible  que  el  mismo  resultado  pueda  derivarse 
también  de  una  posible  infección  por  virus. 

De  igual  forma  puede  liberarse  DNA  en  cualquier 
tejido  en  que  haya  destrucción  celular  exagerada, 
explicándose  así  las  exacerbaciones  que  se  produce 
en  el  lupus  eritematoso  diseminado  con  ocasión  de  un 
parto,  de  infecciones  o de  otros  procesos  que  cursen 
con  destrucción  tisular. 

Experimentalmente,  existen  también  argumentos  en 
favor  del  papel  patogenético  de  los  complejos  inmunes 
en  la  producción  de  nefropatía  lúpica.  Así,  en  ratones 
de  raza  NZB,  (que  espontáneamente  desarrollan  un  cua- 
dro autoinmune,  con  anticuerpos  antiDNA),  la  inyec- 
ción de  tetracloruro  de  carbono,  que  irrogra  una  lesión 
tisular,  lleva  consigo  el  depósito  de  inmunoglobulinas 
en  los  glomérulos.  De  igual  forma,  si  a ratones  con 
anticuerpos  anti-DNA,  se  les  inyecta  DNA,  se  produce 
(o  se  agrava  si  ya  existía),  la  glomendonefritis. 

Queda  por  último  explicar  la  razón  de  la  síntesis 
de  anticuerpos  dirigidos  contra  antígenos  del  propio 
organismo  en  el  lupus  eritematoso  diseminado.  En  estos 
enfermos  se  encuentran  no  solo  diversos  tipos  de  anti- 
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cuerpos  autiniicleares,  sino  también,  anticuerpos  anti- 
nucleolo,  anticuerpos  anti-niicrosoma  o anti-mitocon- 
dria,  anticuerpos  anti  IgG  (factor  reumatoide),  anti- 
hematie,  anti-leucocito,  anti-plaqueta,  y también  anti- 
cuerpos contra  diversos  factores  de  la  coagulación. 
Es  evidente  que  la  esencia  de  esta  enfermedad  reside 
en  la  capacidad  para  elaborar  gran  número  de  auto- 
anticuerpos.  Aunque  aún  no  conocemos  con  seguridad 
el  mecanismo  por  el  que  se  pierde  la  tolerancia  inmuno- 
lógica  existente  frente  a los  antígenos  propios,  y se  ela- 
boran los  auto-anticuerpos,  la  explicación  para  este 
fenómeno  puede  basarse  en  dos  puntos  de  vista  diferen- 
tes: a)  el  lupus  eritematoso  diseminado  es  en  realidad 
una  “enfermedad  de  anticuerpos”,  esto  es,  un  proceso 
derivado  de  una  anormalidad  en  el  sistema  formador  de 
anticuerpos,  ó b)  el  lupus  eritematoso  diseminado  es 
una  “enfermedad  de  antígenos”,  ó dicho  en  otras 
palabras,  lo  anormal  no  es  la  respuesta  inmune,  sino 
la  estimulación  antigénica  del  sistema  formador  de 
anticuerpos. 

En  condiciones  normales,  según  Bumet,  surjen  cons- 
tantemente “clonos”  celulares  dentro  del  sistema  de 
células  inmuno-competentes,  que  en  virtud  de  una 
mutación,  dejan  de  reconocer  como  propios  los  antí- 
genos del  organismo  en  que  se  encuentran.  Han  perdido, 
pues  la  tolerancia  inmunológica  frente  a los  antígenos 
propios,  y por  tanto,  elaborarían  autoanticuerpos,  si 
no  fuera  por  que  existe  un  mecanismo  homeostático 
que  se  encarga  de  eliminar  estos  “clonos  prohibidos”. 
En  el  lupus  eritematoso  diseminado,  bien  por  razones 
genéticas  (como  sucede  en  los  ratones  NZB/NZW), 
bien  por  una  anormalidad  del  timo,  o bien  por  razones 
aún  desconocidas,  faltaría  la  inhibición  sobre  estos 
clonos  prohibidos,  con  lo  cual  surgiría  una  respuesta 
inmunológica  anormal,  frente  a los  antígenos  propios, 
estableciéndose  entonces  el  mecanismo  de  agresión 
autoinmune.  Sin  embargo,  existen  algunas  razones 
que  permiten  hacer  dudar  de  la  veracidad  de  esta 
teoría.  Se  sabe  actualmente  que  un  clono  de  células 
linfoides  solo  es  capaz  de  producir  un  tipo  de  anti- 
cuerpo específico;  pues  bien,  acabamos  de  ver  cómo 
en  el  lupus  eritematoso  diseminado  surgen  diversos 
tipos  de  auto- anticuerpos  específicos  (antiDNA,  anti- 
histona,  anti-proteína  soluble  del  nicleo,  anti-DNA- 
histona,  antinucleolo,  antifracciones  citoplasm áticas,  an- 
ti-hematie,  anti-leucocito,  antiplaqueta,  etc.)  lo  cual 
obligaría  a aceptar,  sobre  la  base  de  la  teoría  de  Burnet, 
una  mutación  para  cada  tipo  de  anticuerpo.  Si  tene- 
mos en  cuenta  que  los  anticuerpos  existentes  pueden 
pertenecer  a las  diversas  fracciones  IgG,  IgA  o IgM 
de  las  inmunoglobulinas,  y que,  además,  sus  cadenas 


ligeras  pueden  ser  kappa  ó lambda,  y que  cada  clono 
celular  solo  puede  elaborar  uno  de  estos  tipos  (IgG, 
IgA  ó IgM,  cadenas  kappa  o cadenas  lambda),  el  nú- 
mero de  mutaciones  necesarias  para  que  se  produjeran 
tantos  clonos  celulares  específicos  como  tipos  de  anti- 
cuerpos sería  demasiado  elevado  para  aceptarlo  razona- 
blemente. 

Por  estas  razones,  algunos  autores,  como  Vaughan 

(17) ,  se  inclinan  actualmente  a aceptar  más  bien  una 
“enfermedad  de  antígeno”  como  base  patogenética 
del  lupus  eritematoso  diseminado.  No  se  trataría  de 
un  sistema  inmune  alterado,  sino  bien  al  contrario, 
de  una  estimulación  antigénica  anormal.  En  favor 
de  esta  hipótesis  va  el  síndrome  lúpico  inducido  por 
drogas.  La  hidralazina,  la  procainamida,  la  hidra- 
zida  del  ácido  isonicotínico,  el  PAS,  y los  anticon- 
vulsivantes,  pueden  irrogar  la  aparición  de  un  sín- 
drome clínico  semejante  al  del  lupus  diseminado, 
con  anticuerpos  antinucleares  circulantes,  y positi- 
vidad de  la  prueba  de  Coombs,  que  desaparece  al 
suspender  la  droga  en  cuestión.  Para  algunos  (Shul- 
man  y Harvey)  solo  se  trataría  de  que  la  droga 
pondría  de  manifiesto  una  diátesis  lúpica  existente 
previamente  en  forma  asintomática.  Pero  Blomgren 

(18)  ha  demostrado  que  el  50  por  ciento  aproximada- 
mente de  los  enfermos  que  reciben  procainamida  a la 
dosis  de  1-2  grs  al  día  durante  suficiente  tiempo 
desarrollan  anticuerpos  antinucleares,  aunque  todavía 
permanezcan  asintomáticos.  Realmente  no  puede  ad- 
mitirse que  el  50  por  ciento  de  la  población  normal 
sean  portadores  de  esta  “diátesis  lúpica”  y por  tanto 
es  preciso  pensar  que  es  la  droga  misma,  la  que  inicia 
la  enfennedad,  probablemente  al  crear  antígenos  nue- 
vos (neoantígenos)  frente  a los  cuales  el  sistema  in- 
mune (normal)  fabrica  los  correspondientes  anticuerpos. 

No  es  improbable  que  a través  de  un  mecanismo 
semejante  puedan  actuar  las  infecciones  por  virus.  En 
los  ratones  de  raza  NZB,  Mellors  (19)  ha  demostrado 
recientemente  un  virus  en  sus  tejidos,  y en  ellos,  puede 
lograrse  la  transmisión  de  la  enfermedad  autoinmune 
de  los  ratones  adultos,  a los  jóvenes  todavía  sanos,  me- 
diante la  inyección  de  extractos  acelulares  de  los  ór- 
ganos linfoides.  Por  otra  parte  en  la  especie  humana, 
ya  hemos  citado  cómo  Hashimoto  y otros  autores, 
han  descubierto  un  paramix ovirus,  probablemente  re- 
lacionado etiológicamente  con  la  producción  del  lupus 
eritematoso  diseminado,  y acaso  también  con  otras 
colagenosis. 

Respecto  a la  terapéutica  de  la  nefropatía  lúpica, 
parece  lógico,  después  de  lo  que  acabamos  de  decir, 
que  haya  de  ser  encaminada  a frenar  los  fenómenos 
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inmunológicos  que  la  ocasionan,  y ello  puede  inten- 
tarse con  dos  tipos  de  medicación;  los  corticosteroides, 
y las  drogas  inmunosupresoras.  En  los  casos  con  afec- 
ción renal  importante,  acostumbramos  a emplear  am- 
bos conjuntamente.  La  prednisona  o similares  pueden 
darse  a diario,  o mejor  en  días  alternos,  a dosis  de  50- 
60  mgs  al  día,  para  disminuirla  posteriormente.  Como 
inmunosupresor,  empleamos  la  azatioprine  (Imuran), 
a la  dosis  de  100-150  mgs  diarios.  En  los  casos  en  que 
exista  insuficiencia  renal  no  debe  emplearse  metho- 
trexate, ya  que  podrían  alcanzarse  niveles  hemáticos 
peligrosos.  En  los  restantes,  puede  emplearse  en  lugar 
del  Imuran  a la  dosis  de  2.5-5  mgs  por  día,  dos  o tres 
días  por  semana.  Ultimamente  hemos  empezado  a 
emplear  en  algunos  casos  resistentes,  la  ciclofosfamida, 
sola  o asociada  a los  corticosteroides. 

Manifestaciones  renales  en  otras  enfermedades 
del  colágeno 

En  la  Tabla  IX,  tomada  de  Oliva  y Navarro  (11),  se 
resumen  las  características  más  salientes  de  las  nefro- 
patías  correspondientes  a otras  colagenosis. 

1.  En  la  panarteritis  nudosa  de  forma  clásica  o 
macroscópica  (descrita  por  Kussmaul  y Meyer  en  1866), 
se  afectan  preferentemente  las  arterias  musculares  de 
tamaño  mediano  y pequeño  (ocasionalmente  también 
las  arteriolas  o incluso  las  vénulas).  No  se  afectan 
regularmente  todos  los  vasos,  e incluso  en  un  mismo 
vaso  lesionado  se  aprecian  zonas  sanas  alternando  con 
zonas  afectas.  A veces  las  lesiones  se  localizan  solamen- 
te en  una  zona  de  la  circunferencia  vascular.  La  evolu- 
ción se  hace  a través  de  4 estadios,  degenerativo,  infla- 
matorio, granulomatoso,  y cicatricial,  que  tienen  carác- 
ter recurrente.  Por  esta  razón  es  típica  la  coexistencia 
en  un  mismo  enfermo  o incluso  en  el  mismo  vaso  afecto, 
de  lesiones  en  diferentes  etapas  evolutivas. 

En  los  riñones  se  afectan  los  vasos  desde  la  arteria 
biliar  hasta  las  arteriolas,  siendo  típicas  las  lesiones 
en  las  arterias  arqueadas.  Los  glomérulos  no  suelen 
estar  gravemente  lesionados,  y su  afectación  es  casi 
siempre  secundaria  a la  arteriopatía  necrotizante.  En 
casos  de  hipertensión  maligna,  se  encuentran  lesiones 
de  nefroesclerosis  maligna. 

En  la  forma  microscópica  de  panarteritis,  descrita 
por  Davson,  Ball  y Platt  en  1948,  las  alteraciones 
vasculares  son  las  mismas  de  la  forma  anterior,  pero 
prolongadas  hasta  vasos  más  pequeños  (arteriolas  y 
capilares  glomerulares).  Se  ocasiona  así  una  glomeru- 
lonefritis  necrotizante  focal,  que  en  ocasiones  puede 
ser  difusa,  con  participación  extracapilar  (n*c-  lun^ 
etc.). 


Desde  el  punto  de  vista  clínico  la  forma  macroscópi- 
ca o clásica  se  manifiesta  en  su  afectación  renal,  por 
proteinuria,  generalmente  ligera,  hematuria,  cilindruria, 

fenómeno  de  Krupp  en  el  sedimento,  y a veces  por  dolo- 
res agudos  localizados  en  región  lumbar  que  pueden 
deberse  a infartos  renales,  o a la  rotura  de  un  aneurisma, 
con  hemorragia  intra  o peri-renal.  Aunque  no  es  impo- 
sible, es  muy  rara  la  aparición  de  un  síndrome  nefrósico. 
La  evolución,  generalmente  en  forma  de  remisiones  y 
exacerbaciones,  conduce  a la  insuficiencia  renal  y a la 
hipertensión  arterial,  que  puede  adquirir  los  atributos 
de  la  hipertensión  maligna.  Como  es  lógico  al  mismo 
tiempo  existen  las  restantes  manifestaciones  clínicas  de 
la  enfermedad  (fiebre,  artralgias,  dolores  abdominales, 
eosinofilia,  etc.). 

En  las  formas  microscópicas  el  comienzo  clínico  de 
la  afectación  renal  suele  ser  agudo,  con  evolución  rápida 
hacia  la  insuficiencia  renal,  en  virtud  de  la  glomerulone- 
fritis  necrotizantes  antes  expuesta. 

2.  La  anegitis  por  hipersensibilidad  de  Zeck  y cois, 
se  caracteriza  por  los  siguientes  extremos:  1.  afecta- 
ción de  pequeñas  arterias,  arteriolas  capilares  y vénulas, 
y nunca  en  sus  bifurcaciones—  al  revés  de  lo  que  sucede 
en  la  panarteritis—,  respetando  las  arterias  musculares 
de  tamaño  medio,  2.  localización  inicial  fundamental- 
mente subendotelial,  propagándose  después  al  resto  de 
la  pared  vascular,  y apareciendo  todas  las  lesiones  en 
idéntica  edad  morfológica,  3.  Las  lesiones  tienen  el 
carácter  necrotizante  difuso,  con  infiltración  local  de 
eosinofilos,  pero  sin  células  gigantes  ni  evolución  a la 
fibrosis,  4.  la  afectación  renal  se  da  en  el  100  por  ciento 
de  los  casos,  bajo  la  forma  de  una  glomerulonefritis 
necrotizante  difusa. 

Desde  el  punto  de  vista  clínico,  la  nefropatía  evolu- 
ciona progresivamente  hacia  la  insuficiencia  renal,  gene- 
ralmente sin  hipertensión,  con  eosinofilia  muy  intensa, 
fiebre,  episodios  asmáticos,  y antecedentes  de  alergia 
a drogas  (sulfamidas). 

3.  La  granulomatosis  alérgica  de  Churg  y Strauss, 

presenta  dos  tipos  de  lesiones:  por  un  lado  vasculari- 
tis,  con  necrosis  fibrinoide,  trombosis  y periarteritis 
de  carácter  granulomatoso:  por  otro,  granulomas 

extravasculares,  con  macrofagos,  células  gigantes  de 
cuerpo  extraño  o tipo  Langhans,  neutrofilos,  linfocitos 
y células  plasmáticas.  La  evolución  de  estos  granulomas 
es  hacia  la  fibrosis  y su  origen  parece  radicar  en  la  des- 
trucción de  acumulos  de  eosinofilos,  con  degeneración 
de  las  fibras  colágenas  sobre  las  que  asientan.  En  los 
riñones,  se  encuentra  una  nefropatía  intersticial,  y al 
mismo  tiempo,  afectación  de  las  arterias  arqueadas, 
interlobulillares,  arteriolas  y capilares  glomerulares. 
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TABLA  IX:  ANGEITIS 

RENALES 

Criterios  Básicos  Generales 

Vasos  Afectados 

Anatomía  Patológica 

Panarteritis  Nudosa 
(Kussmaul  y Meyer,  1866) 

Sintomatología  imprecisa. 

Fiebre.  Polineuritis.  Algias 
articulares  y abdominales. 

Arterias  musculares  de  mediano 
y pecpieño  calibre.  Desde  la  ar- 
teria hUiar  hasta  las  arteriolas. 

Venas  íntegras  casi  siempre. 

Lesiones  parietales  vasculares  de 
localización  segmentaria  y en  dis- 
tintos periodo  evolutivo  (necró ti- 
co granulomatoso  y cicatricial). 
Afectación  secundaria  o sobreaña- 
dida, tanto  de  parenquima  como 
de  estroma  siendo  relativamente 
frecuente  la  aparición  de  una  glo- 
merulonefropatía. 

Panarteritis  Nudosa  Microscó- 
pica (Davson,  Ball  y Platt  1948) 

Nefropatía  grave  con  gran 
repercusión  general . 

Arterias  interlobulillares,  arte- 
riolas y capilares  glomerulares. 

Idéntica  alteración  que  en  la  an- 
terior, solo  que  aquí  los  vasos  son 
de  menos  calibre  y casi  siempre 
hay  una  glomerulonefritis  focal 
necrotizante  que  puede  en  ocasio- 
nes ser  difusa. 

Angeitis  por  Hipersensibilidad 
(Zeek,  Smith  y Weeter,  1948) 

Manifestaciones  alérgicas  a 
continuación  de  distintos  tra- 
tamientos (Sulfamidas).  Fie- 
bre. AsmaEosinofilia. 

Arteriolas  y vénulas . En  periodo 
terminal,  lo  pueden  estar  vasos  de 
mayor  calibre. 

Lesiones  necrotizantes  difusas, 
todas  de  la  misma  edad,  en  fase 
aguda.  Infiltrado  eosinófilo,  pero 
no  hay  células  gigantes  ni  fibrosis. 

Al  tiempo  glomerulonefritis  necro- 
tizante difusa. 

Granulomatosis  Alérgica 
(Churg.  y Strauss  1951) 

Asma.  Fiebre.  Eosinofilia. 
Infiltrados  pulmonares, 
cardiacos  dérmicos  y del  sis- 
tema nervioso  central. 

Arterias  arqueadas  interlobulUlares 
y arteriolas  hasta  los  capilares  glo- 
merulares. 

Hay  dos  tipos  de  lesiones;  1)  Gra- 
nulomas extravasculares  por  ne- 
crosis de  eosinófilos,  infiltrado  in- 
flamatorio abigarrado,  macrofagos 
y células  gigantes  que  pueden  evo- 
lueionar  a la  fibrosis,  2)  V ascula- 
ritis  eon  necrosis  fibrinoide,  trom- 
bosis y periarteritis  con  idéntico 
cuadro  granulomatoso.  Como 
consecuencia  de  ellos  se  produee 
respectivamente,  nefritis  inters- 
ticial y glomerulonefritis  embólica. 

Granulom  atoas  Patérgica 
(Klinger,  1931  y Wegener  1936) 

Afectación  sucesiva.  l)Naso- 
sinusal  y en  menor  proporción, 
faringea  2)  Bronco-pulmonar 
y 3)  Renal. 

Arterias  de  pequeño  calibre.  Ar- 
teriolas. Raramente  venas. 

Doble  lesión:  1)  Granulomas  ex- 
travasculares semejantes  a los  del 
apartado  anterior  2)  Angeitis  ne- 
crotizantes segmentarias  eon  o sin 
relación  con  los  granulomas.  Glo- 
merulonefritis local  necrotizante. 

Púrpura  Trombocitopénica  Anemia  hemolítica  trombope- 

Trombótica(Moschkowitz  1925)  nia,  trastornos  neurológicos, 

fiebre. 

Arteriolas,  principalmente  a nivel 
del  polo  vascular  glomerular  y ca- 
pilares. 

Angeitis  necrotizante  local  sub- 
endotelial  con  trombosis  hialina  y 
proliferación  endotelial.  Glomeru- 
lonefritis focal. 

Lupus  Eritematoso  Diseminado 

Afectación  general  (fiebre)  cu- 
tánea (eritema  facial  en  alas  de 
mariposa)  articular  ( algias)  y 
renal  (glomerulonefropatía), 
con  hipergammaglobulinemia 
y F enómeno  LE  positivo. 

Arteriolas.  Excepcionalmente 
arterias. 

Necrosis  fibrinoide  vascular  en 
cuyo  seno  pueden  verse  los  cuerpos 
hematoxinofilos  de  Gross.  Muy 
raramente  alteración  endotelial, 
trombosis  o adventicial  en  hojas 
de  cebollas.  Excepcionalmente, 
periarteritis. 

Esclerodermia  (Meyer  1887) 
o Esclerosis  Sistémica  Pro- 
gresiva (Goetz  1945) 

Síndrome  de  Raynaud.  Indu- 
ración piacular  de  la  piel.  F i- 
brosis  intersticial  de  pulmón 
Artralgias,  Síndrome  esofágico 

Arterias  interlobulillares 

Arteriolas  y capilares 

Proliferación  intimal  de  tipo  mi- 
xoide,  sin  inflamación.  Necrosis 
fibrinoide  y ^omerulonefritis  focal. 

Solo  excepcionalmente  pueden  plantear  un  diagnóstico  diferencial  con  estos  cuadros  las  nefropatias  de  la  púrpura  y del  Síndrome  de 
Goodpasture. 
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Clínicamente  se  manifiesta  por  fiebre,  episodios 
asmáticos,  eosinofilia  intensa,  y nefropatía  con  insufi- 
ciencia renal. 

4.  En  el  síndrome  de  Wegener  (granulomatosis  pater- 
gica  de  Klinge  y Wegener),  el  comienzo  suele  ser  por 
afectación  naso-sinusal  (rinorrea  purulenta,  epistaxis), 
y faríngea,  seguidas  de  síntomas  y signos  de  enfermedad 
br  one  opulmonar  (tos,  hemoptisis,  pleuritis),  y final- 
mente renal  (insuficiencia  renal). 

A todo  esto  puede  añadirse  fiebre,  artralgias,  sín- 
tomas musculares,  rash  cutáneos,  polineuritis,  eosino- 
filia, leucocitosis  e hipertensión  arterial. 

En  todas  las  localizaciones  se  encuentran  dos  tipos  de 
lesiones:  granulomas  extravasculares,  muy  semejantes 
a los  de  la  enfermedad  anterior,  y lesiones  vasculares 
(angeitis  necrotizantes  de  carácter  segmentario).  En  los 
ríñones  se  encuentran  estas  mismas  lesiones  (granulo- 
mas extravasculares,  arteriolitis  necrotizantes  ó glome- 
rulitis  necrotizantes  focales). 

5.  La  púrpura  trombocitopénica  trombótica,  o en- 
fermedad de  Moschcoivitz,  se  sospecha  clínicamente 
por  la  existencia  de  anemia  hemolítica,  púrpura  trom- 
bocitopénica, y síntomas  neurológicos  diversos.  La 
forma  más  frecuente  es  la  de  comienzo  agudo,  con 
fiebre,  mialgias,  cefalea,  dolores  abdominales,  palidez, 
vómitos,  hepatoesplenomegalia,  adenopatías,  y estupor, 
confusión,  delirio,  convulsiones,  síntomas  focales  cere- 
brales u otros  síntomas  neurológicos.  Generalmente 
su  evolución  es  rápida,  con  muerte  en  poco  tiempo, 
aunque  existen  casos  que  llevan  un  curso  crónico 
recidivante.  Desde  el  punto  de  vista  renal,  se  aprecia 
proteinuria,  hematuria,  cilindruría,  y al  cabo  de  cierto 
tiempo,  puede  desarrollarse  una  insuficiencia  renal. 

Las  lesiones  se  localizan  en  las  arterías  medias  y 
pequeñas,  arteriolas  y capilares,  bajo  dos  formas:  trom- 
bos hialinos  eosinofilos,  e hiperplasia  endotelial.  La 
lesión  inicial  es  subendotelial,  en  forma  de  un  depósito 
de  fibrina  y de  gamma  globulina.  La  afectación  del 
endotelio,  permite  el  depósito  de  fibrinogeno  (y  secun- 
dariamente de  plaquetas).  La  destrucción  de  la  elástica, 
condiciona  una  debilidad  parietal,  responsable  de  la  for- 
mación de  los  microaneurísmas  de  Orbison.  En  los 
ríñones  las  lesiones  se  encuentran  en  el  polo  vascular 
del  glomérulo,  a nivel  de  la  arteríola  aferente  sobre  to- 
do. En  el  ovillo  glomerular  pueden  encontrarse  altera- 
ciones diversas  (multicelularídad,  engrosamiento  parcelar 
de  las  membranas  básales,  adherencias  capsulo-glomeru- 
lares,  hemorragias  capsulares  e hiperplasia  mesangial). 
A veces,  esta  enfermedad  se  asocia  a signos  propios  del 
lupus  erítematoso  diseminado. 

6.  En  la  esclerodermia,  se  considera  como  la  lesión 
más  típica,  el  engrosamiento  mucoide  de  la  íntima  a 


nivel  de  las  arterías  interlobulares.  La  reducción 
consiguiente  de  la  luz  vascular,  conduce  a isquemia 
local  y a la  producción  de  infartos  frecuentes.  A veces 
puede  encontrarse  en  arterías  más  pequeñas  focos  de 
necrosis  fibrinoide,  duplicación  de  la  elástica,  trombos 
y calcificaciones  de  la  íntima.  Otras  veces  las  lesiones 
son  indistingibles  de  las  de  la  nefropatía  lúpica,  bajo  la 
forma  de  una  glomerulonefrítis  local. 

Clínicamente  la  afectación  renal  de  la  esclerodermia 
se  manifiesta  por  proteinuria  y alteraciones  del  sedi- 
mento, y al  cabo  de  cierto  tiempo,  insuficiencia  renal 
e hipertensión  maligna.  Es  muy  rara  la  aparición  de  un 
síndrome  nefrósico. 

7.  Finalmente,  la  afectación  renal  de  la  artritis 
reumatoide,  puede  presentar  carácter  muy  diverso  según 
los  casos.  Unas  veces  se  encuentra  solamente  una  amiloi- 
dosis  renal,  que  cursa  clínicamente  solo  con  proteinuria 
más  o menos  ligera,  o con  todas  las  características  de  un 
síndrome  nefrósico.  Otras  veces  se  encuentra  una  nefro- 
patía intersticial,  que  puede  conducir  a la  necrosis  de  las 
papilas  renales.  En  algunos  enfermos  se  observa  una 
glomerulonefrítis  focal  más  o menos  necrotizante.  Fi- 
nalmente citaremos  la  hiperplasia  endotelial,  descrita 
por  Baggenstos  y Rosemberg  en  estudios  necrópsicos, 
y cuya  validez  ha  perdido  actualidad  desde  que  se  prac- 
tican las  biopsias  renales. 
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THE  “WHIPLASH”  INJURY 


Herman  J.  Flax,  MD,  FACP 
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The  “whiplash”  injury  is  a medical  complication 
of  our  present  affluent  civilization.  In  Puerto 
Rico,  this  accidental  disease  has  become  so  prevelant 
as  place  it  almost  in  epidemic  status.  The  etiology 
is  simply  too  many  automobiles  driven  by  too  many 
tired  people  on  too  few  good  highways. 

Contrary  to  general  opinion,  the  “whiplash”  injury 
is  not  a simple  trauma  in  many  instances.  Depending 
on  the  force  of  inertia  that  suddenly  accelerates  the 
unprepared  trunk  and  snaps  the  head  back  and  then 
jerks  it  forward,  an  array  of  signs  and  symptoms  from 
lacerated  soft  tissues  in  the  neck  to  fractured  cervical 
vertebrae  and  damage  to  the  brain  may  appear.  Each 
patient  presents  something  different.  Therefore,  each 
one  must  be  studied  individually  and  with  sympathetic 
understanding  in  order  to  arrive  at  the  most  plausible 
diagnosis  and  provide  proper  treatment. 

During  the  past  decade,  several  serious  studies  (1,  2) 
have  shown  that  litigation  does  not  play  the  greatly 
assumed  role  in  prolongation  of  symptoms.  These 
authors  and  others  (3,  4)  have  stressed  the  importance 
of  correct  diagnosis  and  early  and  adequate  treatment 
to  hasten  relief  of  symptoms  and  return  the  patient 
to  a gainful  and  happy  life  as  quickly  as  possible.  All 
of  these  patients  seek  legal  aid;  so,  if  you  accept  them 
for  treatment,  you  must  be  prepared  to  testify  in  court 
unless  the  case  is  settled  beforehand. 

Over  the  years,  and  even  with  the  vast  amount  of 
medical  literature  to  the  contrary,  I have  been  amazed 
at  the  negative  attitude  of  the  insurance  companies, 
all  of  whom  in  my  experience  appear  to  deny  the  exis- 
tence of  this  syndrome.  Also  I have  been  just  as  cha- 
grined over  the  lackadaisical  feeling  of  many  of  my 
medical  colleagues,  who  still  believe  as  does  Monro 
(5)  that  the  “symptoms  of  ‘whiplash’  injury  are  those 
of  muscle  spasm  often  complicated  by  neurosis”.  Fin- 
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ally,  I am  equally  disappointed  in  many  of  the  patients, 
themselves,  who  sue  before  the  acute  symptoms  subside. 
As  a matter  of  fact,  one  of  my  more  recent  patients 
with  a very  severe  neck  injury  went  to  see  a lawyer 
before  visiting  his  physician. 

I have  hopes  that  the  present  compulsory  automobile 
accident  insurance  in  Puerto  Rico,  ACCA  (6),  will 
prove  a boon  to  all  parties  involved  in  providing 
early  and  continuous  medical  care  at  little  or  no  ex- 
pense to  the  patient  until  he  is  completely  rehabilitated. 
The  insurance  companies  will  show  us  in  a few  years, 
in  my  opinion,  actuarial  statistics  to  prove  that  the 
Puertorrican  way  of  early,  continuous  and  complete 
medical  care  is  the  best  way  to  eliminate  costly  claims 
resulting  from  crash  injuries. 

Also,  I have  never  understood  why  it  has  been  impos- 
sible for  the  parties  concerned  to  sit  down  with  their 
respective  physician,  review  the  medical  facts  and  expert 
opinions,  arrive  at  the  most  plausible  diagnosis  and 
determine  the  amount  of  functional  disability.  The 
lawyer  could  do  the  same  from  the  moral  and  ethical 
point  of  view.  Then  all  findings  could  be  presented 
to  the  judge  for  his  evaluation  and  determination 
of  the  functional,  moral  and  ethical  disability  rating 
in  practical  terms  of  dollars  and  cents. 

Etiology 

The  injury  to  be  presented  in  this  paper  is  the 
hyperextension  sprain  of  the  neck  caused  by  a rare-end 
automobile  collision.  The  patient,  usually  the  driver, 
is  waiting  for  the  stop  light  to  change,  when  suddenly 
his  car  is  struck  from  behind  by  another  vehicle.  This 
causes  his  chest  to  be  suddenly  accelerated  forward, 
which  motion  snaps  his  head  backward  hyperextending 
the  neck.  The  head  hits  the  top  of  the  seat,  and  this 
sets  up  a reflex  contraction  of  the  neck  muscles  that 
flexes  the  head  forward.  The  head  continues  forward 
until  it  strikes  against  a solid  object  or  is  decelerated 
by  the  contraction  of  the  head  and  neck  extensor 
muscles,  now  trying  to  counteract  the  forced  flexion. 
This  is  why  this  lesion  is  commonly  called  the  accelera- 
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tion  (of  the  trunk)  — deceleration  (of  the  neck)  injury. 

If  a head  rest  is  available,  the  head  does  not  move 
through  a large  arc.  However,  if  there  is  no  support, 
the  head  can  be  thrown  back  in  extreme  hyperexten- 
sion with  the  edge  of  the  seat  acting  as  a fulcrum.  If 
the  seat  belts  are  fastened,  especially  shoulder  straps, 
the  forward  motion  of  the  trunk  can  be  arrested 
before  the  face  strikes  some  fixed  part  of  the  interior 
of  the  car.  One  of  my  present  patients  fractured  her 
nose  this  way.  Although  she  had  pelvic  and  shoulder 
belts,  she  did  not  fasten  them. 

Pathology 

Depending  on  the  forces  of  inertia,  and  espe- 
cially if  there  is  some  degree  of  rotation,  Cailliet  (3) 
states  the  following  injuries  may  occur  when  the  neck 
is  hyperextended: 

(1)  Anterior  longitudinal  ligamentous  tear,  (2)  an- 
terior herniation  of  the  intervertebral  disk,  (3)  chip 
fracture  of  tbe  vertebral  body,  (4)  facet  encroachment 
into  the  foramen,  and  (5)  acute  facet  encroachment. 
The  cervical  nerve  root  can  be  impinged  by  this  move- 
ment. 

Possible  injuries  during  flexion  of  tbe  neck  accord- 
ing to  Cailliet  (3)  are:  (1)  an  acute  synovitis  due  to 
subluxation  of  tbe  articular  facets,  (2)  capsular  tear  of 
articulation,  (3)  posterior  nuclear  herniation  and  (4) 
posterior  longitudinal  ligamentous  tear.  Jackson  (4) 
states  that  possible  flexion  injuries  of  the  neck  are  tear- 
ing and  stretching  of  the  nuchal  ligament,  the  posterior 
longitudional  ligament,  the  interlaminar  ligaments,  the 
capsular  ligaments  of  the  lateral  interbody  joints  and 
the  posterior  joints.  Avulsion  of  the  margins  of  the 
articular  facets  and  the  spinous  processes  may  occur. 

Jackson  (4)  as  well  as  Cailliet  (3)  discuss  the  injuries 
caused  by  forceful  acceleration  and  deceleration  in 
great  detail,  and  I recommend  tbeir  reading  since  time 
does  not  permit  further  discussion  of  these  most  im- 
portant details. 

Suffice  it  to  say  that  at  the  time  of  history  taking, 
it  is  essential  to  discuss  whether  the  vehicle  was  struck 
from  behind,  in  front,  laterally  or  obliquely.  Also,  whe- 
ther pelvic  and  shoulder  straps  were  fastened,  and 
head  rests  were  present.  It  is  wise  to  question  the  pa- 
tient concerning  the  extent  of  damage  to  his  car. 
Obviously,  greater  damage  is  caused  by  a greater 
force  of  impact.  In  passing  it  should  be  noted  that 
many  of  the  present  head  rests  and  especially  the 
seats  are  faulty,  because  they  do  not  withstand  a 
force  of  at  least  200  pounds  without  deformity  or 


tearing  loose  from  the  floor  (7).  These  facts  lend 
themselves  to  tlie  mechanism  of  the  accident,  help 
describe  the  injury  and  relate  to  the  tissues  trauma- 
tized. 

Symptoms 

The  symptoms  are  relatively  few  in  the  acute  stage. 
The  patient  is  certainly  aware  that  his  head  was  jerked 
back  and  forth.  Most  complain  of  a momentarily 
dazed  sensation  and  dizzyness.  Some  state  their  vision 
blurred  for  a few  seconds.  Usually  nothing  more  is 
noticed  at  this  time. 

Several  hours  later,  the  patient  begins  to  feel  pain 
and  stiffness  in  the  neck  and  occipital  or  frontal 
headache.  Neck  pain  and  stiffness  are  the  symptoms 
which  bring  him  to  the  physician. 

The  patient  may  also  complain  of  dysphagia  from 
a retropharyngeal  hematoma  resulting  from  a tear 
of  the  longus  colli  muscles  and  the  anterior  longitu- 
dinal ligament  (2).  He  may  also  indicate  numbness 
along  the  segmental  distribution  of  the  cervical  nerves 
as  a result  of  nerve  root  irritation.  This  is  more  evi- 
dent in  the  middle-aged  or  elderly  with  osteophyte 
formation  in  the  foramina  secondary  to  preexisting 
cervical  spondylitis.  The  distribution  of  this  numb- 
ness or  burning  may  follow  the  path  of  the  Occipital 
nerve  over  the  back  of  the  head  as  the  C 2 nerve  may 
be  pinched  as  it  leaves  the  spine  beneath  the  axis,  the 
area  of  greatest  mobility  of  the  cervical  spine  (8). 

As  the  days  pass,  other  symptoms  such  as  increased 
numbness  in  the  distribution  of  tbe  cervical  nerves 
in  the  head,  neck,  chest  and  upper  extremity  may 
become  manifest.  The  patient  may  complain  of 
weakness  in  the  neck  muscles  and  loss  of  grip.  If 
the  spinal  cord  is  injured  the  patient  may  complain 
of  weakness  in  the  lower  extremities  as  well  as  bladder 
dysfunction. 

Eye  symptoms  in  addition  to  blurring  are  common 
(9).  These  include  inability  to  focus,  diplopia,  spots 
before  tbe  eyes,  aching  of  the  eyeball,  inability  to 
read  for  more  than  a few  minutes  at  a time,  and  ine- 
quality of  pupils.  Several  of  my  patients  have  had  their 
eyes  checked  because  of  alleged  loss  of  vision,  and  new 
passes  prescribed  without  improvement.  Some  have 
the  sensation  that  one  eyeball  is  pushed  out.  These 
symptoms  are  due  to  irritation  of  the  cervical  sympa- 
thetic nervous  system  plexus  around  the  internal  caro- 
tid artery  or  around  the  vertebral  artery  as  it  moves 
through  the  foramina  of  the  cervical  vertebra.  The 
vertebral  artery  is  especially  vulnerable  as  it  traverses. 
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the  foramen  of  the  transverse  process  of  the  second 
cervical  vertebra,  the  most  movable  segment  of  the 
spine. 

They  may  also  complain  of  ear  disturbances:  hearing 
loss,  vertigo  and  tinitus  (10).  I have  had  patients  who 
were  afraid  to  walk  because  of  these  symptoms  and  had 
to  come  to  my  office  in  a wheel  chair.  This  is  due  to 
involvement  of  the  sympathetic  fibers  around  the 
vertebral  artery,  or  it  can  be  the  result  of  internal 
auditory  arterial  insufficiency  to  the  middle  ear  secon- 
dary to  trauma  of  the  vertebral  artery.  Partial  deafness 
or  ringing  in  the  ear  may  occur  for  the  same  reason. 

The  shoulders,  chest  and  low  back  should  also  be 
examined.  Frequently,  the  patient  suffers  multiple 
minute  muscle  tears  produced  by  forceful  gripping 
of  the  steering  wheel,  wrenching  of  the  shoulder  and 
sprain  of  the  low  back.  Muscle  aches  and  pains  may 
last  for  indefinite  periods  as  a result  of  the  formation 
of  “trigger”  areas  abetted  by  poor  posture. 

A complete  neurological  examination  is  essential.  If 
the  patient  continues  complaining  of  being  dazed, 
dysphasias  or  other  signs  of  concussion,  an  electro- 
encephalogram should  be  ordered.  Torres  and  Shapiro 
(11)  found  conclusive  changes,  significant  EEG  abnor- 
malities in  21  out  of  45  patients  with  “whiplash”  in- 
juries. These  findings  may  help  explain  the  “psycho- 
neurotic” complaints  that  appear  often  after  “whiplash” 
injury. 

The  most  important  study  after  a careful  physical 
examination  is  the  radiological  examination  of  the 
cervical  spine  (4,  12).  In  addition  to  the  usual 
anterior-posterior  and  lateral  views,  lateral  views  of  the 
neck  in  full  forward  flexion  and  complete  hyperexten- 
sion, right  and  left  oblique  views  and  the  open  mouth 
exposure  to  show  the  relationship  of  the  axis  and  the 
atlas  are  indicated.  These  roentgenograms  will  demons- 
trate the  objective  findings  of  fractures,  cervical  muscle 
spasm  and  preexisting  pathology  especially  osteophyte 
fonnation  protruding  into  the  intervertebral  foramina. 
If  symptoms  persist,  repeated  X-ray  studies  should  be 
done  at  proper  intervals  to  assist  in  diagnosis. 

Treatment 

Treatment  should  be  directed  toward  relief  of  pain 
and  restoration  of  cervical  motion.  In  the  acute  stage, 
rest,  reassurance,  analgesics  and  application  of  heat 
preferably  with  hot  contour  packs  several  times  daily 
until  abatement  of  acute  symptoms  is  warranted. 
During  the  entire  period  of  therapy,  but  especially 
during  the  first  week  of  observation,  every  complaint 


of  the  patient  must  be  carefully  evaluated.  If  pain 
persists  and  spasm  is  palpable,  a well  fitting  cervical 
collar,  low  in  front  and  high  in  back  to  keep  the  neck 
straight  is  important.  While  the  patient  is  in  bed, 
a felt  collar  can  be  used.  Subsequently  with  per- 
sistence of  signs  and  symptoms  an  adjustable  plastic 
collar  with  soft,  comfortable  borders  to  prevent  hyper- 
extension of  the  neck  and  keep  the  chin  tucked-in 
is  essential  to  immobilize  the  neck. 

Cervical  traction,  either  intermittent  or  continuous 
is  prescribed  early  in  treatment.  Continuous  traction 
in  bed  using  ten  pounds  of  weights  splints  the  neck 
and  relieves  cervical  muscle  pain  and  spasm.  However, 
it  is  difficult  for  most  patients  to  adapt  themselves 
to  this  therapy  unless  sedated.  Motorized  inter- 
mittent traction  for  20  to  30  minute  intervals  up  to 
30  and  49  pounds  of  force  is  supplanting  stationary 
traction  except  for  skull  traction  using  tongs  in  frac- 
ture-dislocation of  the  cervical  vertebrae.  The  rhyth- 
mic up-and-down  motion  acts  as  a fonn  of  massage, 
reduces  swelling  and  promotes  better  circulation  of 
the  soft  tissues. 

Light  stroking  massage  and  manual  traction  in  the 
vertical  plane  also  help  to  relax  the  muscle  spasm 
and  prevent  the  formation  of  adhesions  in  the  soft 
tissues,  especially  around  the  dural  sheaths  of  the 
cervical  nerve  roots. 

As  the  pain  lessens,  the  neck  muscles  are  exercised 
isometrically.  The  patient’s  head  is  held  rigidly  in  the 
mid-line  by  both  of  the  physical  therapist’s  hands. 
He  is  requested  to  push  against  one  hand,  then  the 
other,  in  lateral  flexion.  The  therapist  offers  resis- 
tance more  or  less  equal  to  the  push  exerted  by  the 
patient.  The  force  is  matched  smoothly  by  the  thera- 
pist from  zero  to  maximum  and  then  slowly  back  to 
zero  so  that  there  is  no  actual  movement  of  the  head. 
This  exercise  strengthens  the  neck  muscles  as  well  as 
increases  arterial  circulation,  prevents  lymph  stasis 
and  adhesions.  Subsequently,  as  pain  disappears, 
tlie  neck  flexors  and  finally  the  extensors  are  exer- 
cised using  this  technique. 

Another  method,  “rhythmic  stabilization”  as  ad- 
vocated by  Rubin  (13)  is  also  a form  of  isometric 
exercise,  except  that  the  therapist  moves  the  head 
laterally,  and  the  patient  offers  resistance.  No  move- 
ment occurs,  however,  although  there  is  progressive 
muscular  contracture. 

On  occasions,  when  there  is  continuous  pain  attri- 
butable to  “trigger”  point  radiation,  tliese  areas  are 
localized  and  injected  with  xylocaine,  1 percent,  or 
carbocaine,  2 percent,  solutions  in  a stellate  fashion. 
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The  occipital  nerve  may  be  blocked  at  its  exit  above 
tJie  superior  nuchal  line  to  alleviate  severe  occipital 
headache  radiating  across  the  skull  (14).  Ethyl  chlo- 
ride spray  has  also  been  used  successfully  to  relieve 
muscle  pain. 

The  symptoms  due  to  disturbance  of  the  sympa- 
tlietic  nervous  system  eventually  subside  spontaneously. 
Horwich  and  Kasner  (9)  state  that  the  eye  complaints 
clear  up  in  from  two  to  six  months.  Pruce  (14) 
mentions  that  in  his  experience  the  auditory  symptoms 
subside  within  two  or  three  months. 

Finally,  the  patient  must  be  instructed  in  a program 
of  good  posture.  This  is  especially  true  for  those 
patients  with  a resulting  cervical  syndrome  from  cervical 
spondylitis  with  posterior  osteophytes  or  those  with 
a radicular  syndrome  secondary  to  a herniated  nucleus 
pulposum.  The  neck  may  have  to  be  immobilized  for 
weeks  with  a cervical  collar  that  keeps  the  chin  down 
and  the  neck  flat.  A cervical  contour  pillow  (4)  should 
be  used  at  night,  and  the  patient  taught  to  sleep  on  a 
firm  mattress  over  a bed  board.  The  patient  is  ins- 
tructed in  the  proper  manner  of  maintaining  correct 
posture,  to  prevent  hyperextension  of  the  neck  and 
to  keep  the  head,  neck  and  trunk  straight  while  sit- 
ting, standing  or  sleeping.  If  necessary,  these  ins- 
tructions should  be  written  out  for  the  patient. 

Surgery  should  be  avoided  and  used  only  when 
conservative  measures  fall.  If  there  is  progressive  nerve 
damage  with  muscle  wasting  and/or  intolerable  pain, 
the  patient  should  be  referred  to  a neurosurgeon.  If 
there  is  abnormal  motion  with  exquisite  pain,  an  ortho- 
pedist should  be  consulted  for  the  possibility  of  a cer- 
vical fusion. 

Sometime,  it  is  really  difficult  to  assess  the  severity 
of  the  symptoms.  Each  patient  must  be  evaluated 
and  treated  individually.  No  attempt  should  be  made 
on  the  part  of  the  attending  physician  to  overempha- 
size the  symptoms  unduly.  Seletz  (8)  has  said  that 
the  disability  and  persisting  symptomatology  in  the 
vast  majority  of  cases  is  due  to  involvement  of  the 
delicated  and  vital  nerves  about  the  cervical  spine.  The 
patient  should  be  judiciously  treated  until  he  does 
not  present  the  characteristic  signs  and  symptoms  of 
irritation  of  the  sympathetic  nerves,  vertebral  artery 
injury,  brain  concussion  and  cervical  radiculitis.  An 
early  evaluation  of  the  permanent  functional  disability 
resulting  from  a “whiplash”  injury  is,  therefore,  not 
very  wise. 

The  treatment  of  choice  is  a conservative  regime 
always,  keeping  in  mind  the  various  complications 
secondary  to  injury  or  irritation  of  the  cervical  sympa- 


thetic nerves  and  the  vertebral  artery.  If  the  patient 
is  handled  poorly  from  the  very  beginning,  a chronic 
pain  syndrome  will  result.  Cameron  (15)  stated  that 
less  than  ten  percent  sustain  injury  serious  enough  to 
require  a myelogram,  laminectomy  and  fusion.  This 
has  not  been  the  author’s  experience  during  the  past 
ten  years.  Not  one  of  his  patients  presented  serious 
enough  complications  to  warrant  surgical  intervention. 

The  best  treatment,  of  course,  is  prevention.  The 
present-day  compulsory  automobile  safety  features 
of  seat  straps,  head  rests  and  padded  dash  boards  will 
go  a long  way  towards  preventing  and  minimizing 
the  effects  of  the  “whiplash”  injury. 

Summary 

1.  The  author  discusses  the  mechanism  of  the 
“whiplash”  injury,  which  results  practically  always 
from  rear-end  automobile  collision. 

2.  This  accident,  depending  on  the  force  of  impact, 
usually  tramatizes  the  soft  tissues  of  the  neck,  but  it 
may  fracture  cervical  vertebrae,  damage  the  spinal  cord 
and  produce  a brain  concussion. 

3.  The  symptoms  are  discussed.  Prolongation  of 
symptoms  is  due  usually  to  irritation  of  the  delicate 
cervical  sympathetic  nerves  and  damage  to  the  blood 
vessels  around  the  cervical  spine. 

4.  A program  of  treatment  is  outlined  which  should 
provide  relief  of  symptoms  in  from  90  to  95  percent 
of  these  patients. 


Resumen 

1.  El  autor  discute  el  mecanismo  de  la  lesión  de 
“Contra-golpe”,  la  que  casi  siempre  ocurre  por  colisión 
a la  parte  posterior  del  vehículo. 

2.  Dependiendo  de  la  fuerza  del  impacto,  este  ac- 
cidente, por  lo  regular,  traumatiza  los  tejidos  blandos 
del  cuello,  aunque  también  puede  lesionar  el  cordón 
espinal,  causar  fracturas  de  las  vertebras  cervicales,  o 
producir  una  concusión  cerebral. 

3.  Los  síntomas  fueron  discutidos.  La  prolongación 
de  los  síntomas  se  debe  usualmente  a la  irritación 
causada  a los  delicados  nervios  simpáticos  cervicales, 
y daño  a los  vasos  sanguíneos  que  rodean  la  espina 
cervical. 

4.  Se  ha  esbozado  un  programa  de  tratamiento 
que  deberá  proveer  alivio  de  los  síntomas  en  un  90  a 
95  porciento  de  estos  pacientes. 
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MANUEL  GUZMAN  RODRIGUEZ,  M.  D. 
1892  — 1971 


Datos  Biográficos:  Añasco,  Puerto  Rico,  3 de  junio  de  1891;  Chicago  College  of  Medicine  and  Surgery  1915; 
New  York  Postgraduate  and  Hospital  — postgraduado  en  Radiología  1921;  Radiólogo  de  la  Clínica  Perea  1921-1936; 
New  York  Postgraduate  and  Hospital  — Postgraduado  en  Radiología  1934;  Radiólogo  visitante  del  Departamento 
de  Sanidad  1936-1941;  Cirujano  del  Regimiento  295  de  Infantería  1941-1942;  Radiólogo  del  Hospital  del  puesto 
Campo  Tortuguero  1942-1943;  Jefe  del  Servicio  de  Radiología,  Hospital  General  Rodríguez  1943-1946;  Jefe  del 
Servicio  de  Radiología  Hospital  Dr.  Maldonado,  1946. 

Cursó  sus  estudios  primarios  y secundarios  en  las  escuelas  públicas  de  Añasco  y Mayagüez.  Médico  Cirujano 
de  la  Universidad  de  Loyola  en  1918. 

Fundó  y dirigió  en  Mayagüez  “El  Caribe”,  revista  literaria,  donde  colaboraron  Luis  Raúl  Esteves,  Rodolfo 
Ramírez  Pabón,  Rafael  Menéndez  Ramos  y otros.  Fundó  y dirigió  en  Mayagüez  “El  Policlínico”,  revista  médica, 
de  la  cual  fue  redactor  principal  el  eminente  cirujano  ya  desaparecido,  el  Dr.  Perea  Fajardo. 

En  1917  publicó  un  folleto  “Mayagüezanos  Ilustres”  a requerimiento  del  financiero  Oscar  Bravo  y con  motivo 
de  la  estatua  que  en  honor  a Pepe  de  Diego  aquél  costeara  en  la  calle  Méndez  Vigo  de  Mayagüez. 

Al  recibirse  de  médico  en  el  1918,  practicó  la  medicina  general  en  Mayagüez,  pero  desde  el  1925,  después 
de  haber  hecho  estudios  especializados  en  Roentgenología  en  el  New  York  Post  Graduate  Medical  School  and 
Hospital  limitó  su  práctica  a dicha  especialidad. 

En  el  1941,  durante  la  Segunda  Guerra  Mundial  ingresó  en  el  ejército  con  el  grado  de  Capitán,  y desempeñó 
los  puestos  de  cirujano  del  295  de  Infantería  y más  tarde.  Jefe  Radiólogo  del  Hospital  Ballajá.  En  el  1946  fue 
licenciado  con  el  grado  de  Teniente  Coronel. 

Fue  miembro  fundador  del  Club  Rotario  de  Mayagüez  y presidente  del  mismo;  Presidente  de  la  Asociación 
Médica  de  Puerto  Rico,  miembro  fundador  del  Shooting  Club  de  Mayagüez  y del  Club  de  Golfo  de  la  misma  ciudad 

Fue  socio  del  Casino  de  Puerto  Rico,  Casa  de  España,  University  Club  y Swimming  and  Tennis  Club  del  Caribe 
Hilton. 


Con  la  muerte  de  Manolo  Guzmán  Rodríguez,  Puerto  Rico  ha  perdido  uno  de  sus  grandes  hom- 
bres, la  Asociación  Médica  una  de  sus  piedras  angulares,  los  médicos  hemos  perdido  un  maestro, 
y nuestra  juventud,  un  ejemplo. 

Nos  unía  a Manolo  Guzmán  no  solo  vínculos  profesionales,  sino  también  una  amistad  genuina 
y entrañable  que  crecía  con  el  tiempo. 

Como  en  la  Epístola  de  la  Misa  de  un  Doctor  de  la  Iglesia  se  puede  decir  que  Manolo  “ha  com- 
batido el  buen  combate,  ha  terminado  su  carrera  y ha  guardado  la  fe”. 

Nuestra  generación,  la  de  él  y la  mía,  se  retira  después  de  una  dura  y larga  brecha,  a sus  cuarteles 
de  invierno  en  la  Gran  Patria. 

Si  hubo  debilidades  en  su  organismo  - en  su  corazón  y sus  pulmones,  nunca  las  hubo  en  su  volun- 
tad y en  su  conciencia. 

Algunos  creen  que  la  muerte  se  debe  a averías  del  corazón  y a infartos  del  alma.  Morimos  cuando 
se  termina  la  cuerda  del  reloj  biológico  que  puesto  en  hora  genéticamente  por  el  Divino  Creador  lle- 
vamos todos  con  nosotros. 
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Biológicamente  ha  muerto  Manolo,  pero  biográficamente  no  morirá  nunca,  porque  ha  dejado 
huellas  imborrables  en  nuestra  historia  y ha  dejado  una  santa  mujer  y unos  hijos  que  son  su  prolon- 
gación en  este  mundo. 

Alguien  dijo  que  “vivir  no  es  ver  pasar,  sino  ver  volver”  y Manolo  tuvo  la  satisfacción  de  “ver 
volver”  en  sus  hijos,  todas  sus  ansias  de  saber  y de  superación  en  la  búsqueda  de  la  verdad.  “Por 
sus  frutos  lo  conoceréis”,  nos  había  dicho  San  Mateo. 

Guzmán,  como  yo  lo  llamaba,  Guzmancito  como  le  llamaban  muchos  de  sus  amigos,  fue  un 
médico  humanista,  erudito  e historiador.  Escribía  con  habilidad  y pureza  y dominaba  nuestro 
vernáculo.  Me  gustaba  oirlo  hablar.  Hablaba  con  elegancia,  con  fluidez  de  expresión  y con  profundo 
sentido. 

Poseía  una  rectitud  de  conciencia  insobornable.  La  palabra  empeñada  era  sagrada,  casi  una  reli- 
gión. 

En  su  lecho  de  enfermo  me  recordaba  muchas  veces  a mi  suegro,  ya  desaparecido,  Jesús  Benitez 
Castaño.  Y era  que  los  unían  vínculos  de  sangre.  Ambas  familias  de  origen  español  vinieron  a 
Puerto  Rico  a través  de  Venezuela  y pasaron  a ser  prototipos  del  puertorriqueño  auténtico  y au- 
tóctono. 

En  papeles  viejos  que  de  mi  suegro  aún  se  conservan  puede  verse  un  dibujo  con  el  escudo  de  armas 
de  los  Guzmán. 

Termino,  señoras  y señores:  Hemos  llorado  la  desaparición  de  nuestro  amigo.  “Llorar  es  hablar 
con  Dios”. 

A nombre  de  la  familia  Guzmán-Acosta  extendemos  a ustedes  las  más  cordiales  gracias  por  haber 
acompañado  hasta  el  campo  santo  los  restos  mortales  del  Dr.  Manuel  Guzmán  Rodríguez.  Elevamos 
a Dios  una  oración  por  su  alma,  y a él,  a Manolo,  le  decimos  “hasta  luego”. 


Dr.  Ramón  M.  Suárez 


NOTICIAS 


The  Interstate  Postgraduate  Medical  Association  of  North 
America  announces  its  1971  Assembly  — New  Orleans,  No- 
vember 15-18.  Interstate  is  not  a membership  organization, 
but  rather  a non-profit  educational  association  which  annually 
presents  a program  of  high  quality  of  special  interest  to  F amily 
Physicians  and  those  engaged  in  Internal  Medicine.  Any  licensed 
MD  may  attend. 

Requests  for  a program  outline,  with  hotel  rates,  can  be  sent 
to  Alton  Ochsner,  MD,  at  the  address  noted:  P.  0.  Box  5445, 
Madison,  Wisconsin,  53705. 


The  American  Association  of  Medical  Assistants,  Inc.  an- 
nounces their  new  address  as  follows:  One  East  Wacker  Drive, 
Suite  1510  - Chicago,  Illinois  60601.  Their  telephone  number 
remains  the  same:  Area  Code  312  — 944-2722. 


MOUND  PARK  HOSPITAL  FOUNDATION,  INC.  - 701 

Sixth  Street  South,  St.  Petersburg,  Florida  33701. 

NOVEMBER 

Fifth  Annual  Conference  on  “Today’s  Hospital  Problems: 
An  Interdisciplinary  Approach”  — a Leadership  course  for 
Chiefs  of  Staff,  Hospital  Administrators  and  Governing  Person- 
nel (or  Trustees).  Mound  Park  Hospital  Foundation  and  the 
College  of  Medicine  University  of  South  Florida  — November 
10  to  13,  1971.  To  be  held  at  the  Tides  Hotel  and  Bath  Club, 
Redington  Beach,  Florida.  The  Foundation  and  University 
reserve  the  right  to  limit  registration.  Fee:  $110.00  — Lunches 
on  November  10,  11  and  12  included  in  the  Registration  Fee. 
20  Accredited  Hours  by  the  American  Academy  of  General 


Practice  if  desired. 

ADDRESS: 

Postgraduate  Medical  Education,  Mound  Park  Hospital  Foun- 
dation, Inc.,  St.  Petersburg,  Florida  33701. 


The  Heart  Association  of  Greater  Miami,  Inc.  at  5080 
Biscayne  Boulevard,  Miami,  Florida,  33137,  will  held  its 
Twelfth  Biermial  Cardiovascular  Seminar  at  the  Doral  Beach 
Hotel  in  Miami  Beach,  Florida,  on  December  13,  14  and  15, 
1972.  The  topic  will  be  “Complications  of  Myocardial  Infarc- 
tion”. This  is  a presentation  of  the  Heart  Association  of  Greater 
Miami  Expected  co-sponsors  are  the  American  Heart  Associa- 
tion, the  Florida  Medical  Association,  the  Florida  State  Board 
of  Health,  the  American  Academy  of  General  Practice,  and  the 
University  of  Miami  School  of  Medicine. 

Registration  fee  is  $75  for  non-members  of  the  Heart  Asso- 
ciation; $50  for  members. 

For  further  inquiries,  write  to  Marvin  L.  Meitus,  MD,  Chair- 
man, 12th  Biennial  Seminar  at  5080  Biscayne  Boulevard, 
Miami,  Florida  33137, 


The  American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104,  aimounces  its  Postgraduate  Courses 
1971-1972. 

Tuition  fees:  A.C.P.  Members  and  F.A.C.P.,  $80;  Noiv- 
members,  $125;  Associates,  $40;  other  Residents  and  Re- 
search Fellows,  $80. 

Registration  forms  and  requests  for  information  are  to 
be  directed  to:  Registrar,  Postgraduate  Courses,  American 

College  of  Physicians,  at  above  address. 


THEBEST^OFHEAUTi 

PREDICT  HEALTH  CARE  COVERAGE  FOR  EVERY  MAN, 
WOMAN,  CHILD 

Adequate  health  care  protection  for  every  man,  women  and 
child  in  the  nation  appears  to  be  an  idea  whose  time  has  come. 

Many  health  authorities  predict  that  in  the  near  future 
we  will  have  national  health  insurance  for  all,  regardless 
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of  income. 

The  only  unanswered  questions  seem  to  be  “when?  ” 
And  “whose? 

As  to  “when?  ”,  if  Congress  doesn’t  make  a decision  this 
year,  it  will  likely  make  one  the  next— and  almost  certainly 
no  later  than  by  1973. 

Several  plans  are  under  discussion,  including  those  pro- 
posed by  President  Nixon  and  Sen.  Edward  Kennedy. 

The  American  Medical  Association,  the  American  Hospital 
Association  and  a number  of  the  nations’  leading  legislators 
have  either  designed  or  backed  other  national  health  care 
proposals. 

One  of  the  most  comprehensive  of  these  plans  has  the 
support  of  private  health  insurance  companies.  It  was.  re- 
cently introduced  in  the  Senate  by  Sen.  Thomas  J.  Mc- 
Intyre (D.,  N.H.)  and  in  the  House  by  Rep.  Omar  Burleson 
(D.,  Tex.). 

The  plan,  called  “Healthcare,”  was  developed  and  is  backed 
by  the  Health  Insurance  Association  of  America,  composed 
of  308  insurance  companies  which  account  for  80  per  cent 
of  the  health  insurance  written  by  health  insurance  compa- 
nies in  the  United  States. 

The  Healthcare  plan  aims  to  make  comprehensive  private 
health  insurance  available  to  all,  regardless  of  income. 

It  would  also: 

• Increase  the  supply  of  health  manpower,  including  phy- 
sicians. 

• Promote  ambulatory  (out-patient)  health  care  and  to 
prevent  illness. 

• Improve  controls  over  the  cost  and  quality  of  health 


• Strengthen  health  planning  on  state  and  loeal  levels 
for  better  availability  of  community  health  services. 

To  meet  the  personnel  shortage.  Federal  loans  would 
be  available  to  medical  and  dental  students,  nurses  and  others 
in  allied  health  fields. 

Scholarship  plans  would  also  be  offered. 

There  would  be  financial  incentives  to  encourage  medical 
persoimel  to  practice  in  poverty  or  rural  districts. 

Government  grants,  loans  and  guarantees  would  speed 
development  of  ambulatory  eare  centers— actually  “junior” 
hospitals  where  patients  could  walk  in  for  treatment— and 
then  walk  out. 

Thus  the  focus  would  drift  from  high-cost  hospital  treat- 
ment to  lower-cost  and  more  accessible  out-of-hospital  care. 

To  set  priorities  for  medical  care  on  a regional  basis, 
state  and  area-wide  health  plaiming  agencies  would  be  ereated. 

Minimum  health  insurance  standards  would  be  established 
by  the  Federal  government. 

The  present  private  health  insurance  mechanism,  under 
'.vhich  most  people  have  coverage  through  their  place  of 
employment,  would  continue  to  be  used  for  the  bulk  of 
the  population. 


Reproduced  from  the  Health  Insurance  News,  Health  Insur- 
ance Institute,  New  York,  dated  June  18,  1971. 
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THIS  SPACE  CONTR.BuTEO  BY  TmE  PuBL'ShER  AS  A PUBLIC  SERVICE 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  thefuture 
of  the  cancer  patient— 
with  the  Qua//7y  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery”  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
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1 _ . 1 n the  treatment  of 

ICX  solar/actinic  keratoses- 

(1 

iluorouracil)  An  alternative 

cream  solution  to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FLJ. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J,  07110 


,Vn  alternative 

0 conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 

1 pical  alternative  to  cryosurgery,  electrodesiccation 
ad  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
7’ratoses.  It  is  effective,  comparatively  inexpensive  and 
tpecially  well  suited  for  treatment  of  these  multiple 
Isions.  Important,  too,  is  the  highly  desirable  cosmetic 
isult.  Clinical  experience  demonstrates  that  treatment 
tith  Efudex  results  in  an  extremely  low  incidence  of 
jarring.  * 

Highly  effective 

' In  clinical  trials,  depending  on  the  dosage  form 
lid  strength  used,  complete  involution  occurred  in 
¥ to  88  per  cent  of  lesions  following  treatment.  The 
tte  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
¡í|nt  up  to  a year  after  completion  of  therapy.  When 
k^w  lesions  appeared,  repeated  courses  of  Efudex 
¿erapy  proved  effective.* 

JVedictable 
iherapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
( Efudex  therapy.  The  response  is  usually  characteris- 
t and  predictable.  After  three  or  four  days  of  treat- 
lint,  erythema  begins  to  appear  in  the  area  of  keratoses. 
*LÍs  is  followed  by  an  intense  inflammatory  response, 
Jaling  and  occasionally  moderate  tenderness  or  pain. 

*ie  height  of  the  inflammatory  reaction  generally  occurs 
fro  weeks  after  the  start  of  therapy,  and  then  begins 
fsubside  as  treatment  is  stopped.  Within  two  weeks  of 
cscontinuing  medication,  the  inflammation  is  usually 
||ne.  A mild  erythema  may  remain  for  two  or  three 
ranths  before  gradually  receding.  Since  this  response 
ISO  predictable,  lesions  which  do  not  respond 
sould  be  biopsied. 

'wo  strengths— two 
tosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
th  a nonmetal  applicator  or  suitable  glove. 

1 Before  prescribing  Efudex,  however,  two  im- 

Urtant  considerations:  First,  please  consult  the  com- 
iste prescribing  information  for  precautions,  warnings 

*|ata  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers — 
containing  2%  or  5%  fluorouracil  on  a weight/weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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to  the  clinical  staff 
and  to  the  researcher... 


The  Ohio  Model  560  is  much 
more  than  a respirator 


The  new  Ohio  Model  560  Respirator  is  a volume  con- 
trolled unit  which  will  deliver  tidal  volume  to  the  patient 
regardless  of  resistance  and  compliance  of  the  patient’s 
pulmonary  systems.  It  is  an  extremely  valuable  and  ver- 
satile instrument  for  intensive  care,  post-operative,  and 
emergency  room  areas. 

This  respirator  may  be  programmed  either  to  assist 
patient  ventilation,  with  varying  degrees  of  control,  or  to 
completely  take  over  and  place  the  patient  under  respira- 
tor control.  Tidal  volume  is.  adjustable  from  100  cc  to 
2000  cc  with  adjustable  expiratory  times. 

A computerized  “sigh”  or  deep  breath  may  be  easily 
introduced  to  the  patient  on  a programmed  basis  at  in- 
tervals of  2,  4,  6,  8,  or  10  minutes.  After  a deep  breath  is 
delivered  the  computerized  circuit  automatically  lengthens 
expiratory  time  to  twice  the  setting  used  previously  for 
tidal  volume  only  — then  automatically  resumes  its  pre- 
set breathing  pattern. 

Other  features  include  manual  pushbutton  initiation  of 
both  inspiration  and  expiration,  an  ultrasonic  humidifier 
which  delivers  0 to  3 cc  per  minute  minimum  and  an  alarm 
system  monitors  low  pressure,  bellows  travel,  loss  of 
power,  and  lesser  concentration  of  oxygen  than  selected. 
For  added  safety,  the  patient  circuit  opens  automatically 
permitting  the  patient  to  breathe  to  atmosphere  in  the 
event  of  machine  malfunction.  An  accessory  system  per- 
mits a range  of  0 to  —20  cm.  H2O  negative  pressure. 


General  Gases  & Supplies  Corp. 


Calle  Manuel  Camuñas  No.  10 
Urb.  Ind.  Tres  Monjitas 

HATO  REY 
765-7445 


Ave.  Central  cruce 
Carr.  Guaynabo 

GUAYNABO 

7834515 


Cond.  Los  Flamboyanes 
Ave.  65  Infantería 

RIO  PIEORAS 
765-7445 


Calle  Barbosa  No.  11 

BAYAMON 

785-6090 


Cai>e  Jaspe  No.  21 
Centro  Com.  Villa  Blanca 

CAGUAS 

743-6595 


Ave.  Muñoz  Rivera 
esq.  Ave.  Expreso 

PONCE 

843-0425 


Ave.  Mirama:  No.  529 

ARECIBO 

878-2460 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component.  ^ 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/c/n— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  A'/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— OTÚcaxia, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ooc/— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

, • Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medicai  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name  

Business  Address Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County 

Name  of  Assistants:  Address: 


P.S.  AAMA  bylaws  provide  that  the 
association,  "Is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 


Cuando  comen  lo  que  les  gusta 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Uncap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 

Cada  tableta  contiene: 

Vitamina  A 1.5  mg. 

Vitamina  D 10  mcg. 

Mononitrato  de  Tiamina  (B-1)  10  mg. 

Riboflavina  (B-2)  10  mg. 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  300  mg. 

Niacinamida  100  mg. 

Clorhidrato  de  Piridoxina  {B-6)  2 mg. 

Pantotenato  de  Calcio  20  mg. 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina)  20  mg. 

Vitamina  E 30  Unidades  Internacionales 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  10  mg. 

Yodo  (como  yoduro  de  potasio)  0.15  mg. 

Calcio  (como  carbonato)  50  mg. 

Cobre  (como  sulfato)  1 nng. 

Manganeso  (como  sulfato)  1 rng- 

Magnesio  (como  sulfato)  5 mg. 

Potasio  (como  sulfato)  5 mg. 

Posolog/a;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 

Presentación:  Frascos  de  30  y 90 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibiUty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence’. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  hbido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose’'  “ packages  of  1000. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep. " ' 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  sunrimary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poorsleeping  habits, 
and  in  acute  or  chronic  medical  •ri.r 
situations  requiring  restful  sleep. 

Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted 
particularly  in  elderly  ordebilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  a/.;  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
el  a!.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1 969,  p.  331 . 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 
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Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
A requiring  restful  sleep.  Since  insomnia  is 

b/UUt\oft«'Mransient  and  intermittent,  prolonged 
LIBRARY  Of  's  generally  not  necessary 

- y-'t  recommended. 

BOfíTDM  Contraindications;  Known  hypersensitivity  to 

flurazepam  HCI. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  {e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
ordebilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 

NewT^  1 

Dalmane 

(flurazepam  hydrochloride) 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  071 10 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  repotted  with  this  class  of 
compounds  include;  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /ittcrageDojuge;  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details, please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  hy-  776*-s 
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With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  quality  OÍ  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery”  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 


The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids  i 
necessary  to  improve 
theQua//7y  of  survival. 

American  Cancer  Society^ ! 
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Esta  fórmula 
alimenticia  completa 


cuesta  menos  que 


©•nation 

•MB*.. 


cuakpiier  otra* 


tVAPORATED 


MILK 
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Para  formule»  naturales 


En  la  fórmula  de  la  leche  evapo- 
rada Carnation  no  hay  nada  arti- 
ficial. Es  alimento  de  verdad. 
Con  todas  las  protemas 
naturales  existentes,  y demás 
factores  nutritivos.  Se 
le  ha  añadido  vitaminas  su- 
plementarias y carbohidratos, 
lográndose  asf  la  más  completa 
dieta  alimenticia,  a un  costo 
mucho  más  bajo  que 
cualquier  leche  modifi- 
cada. Hasta  un  35°/o 
menos,  de  acuerdo  a 
un  reciente  informe.* 


*De  acuerdo  a un  informe  del  American  Journal  of  Public  Health,  Vol.  56,  No.  56. 


CARNATION®  EVAPORATED  MILK,  CARNATION  COMPANY  LOS  ANGELES,  CALIF  90036 


No  matter  how  good 
your  present  anesthesia 
machine  is, 
the  Heidbrink'DM  5000 
is  better. 


Better  because 

no  tedious  calculations 
are  required. 

Built-in,  electrically  heated 
vaporizers  precisely  control 
agent  vapor  pressure. 

Long  scale  (11"]  flowmeters 
are  calibrated  directly  in 
flow  rate  of 
gases  and  vapors. 
Static-dissipating  shield 
protects  flowmeters. 
Flowmeters  are 
compensated  for  ambient 
barometric  pressure  and 
are  insensitive  to  patient 
circuit  pressure  variations. 
Anesthesia  agents  may 
be  changed  in  “mid-stream.” 
Pressure  gauges  and 
oxygen  flush  valve  are 
conveniently 
front-mounted. 

Large  flat  surfaces  are 
easily  cleaned. 


General  Gases  & Supplies  Corp. 


Calle  Manuel  Camuñas  No.  10 
Urb.  Ind.  Tres  Monjitas 

HATO  REY 
765-7445 


Ave.  Central  cruce 
Carr.  Guaynabo 

GUAYNABO 

7834515 


Cond.  Los  Flamboyanes 
Ave.  65  Infantería 

RIO  PIEDRAS 
765-7445 


Calle  Bartfosa  No.  11 

BAYAMON 

785-6090 


Caiie  Jaspe  No.  21 
Centro  Com.  Villa  Blanca 

C AGUAS 
743-6595 


Ave.  Muñoz  Rivera 
esq.  Ave.  Expreso 

PONCE 

843-0425 


Ave.  Miramar  No.  529 

ARECIBO 

878-2460 


Drunk  drivers  bring  families  together. 

In  hospital  rooms  and  at  funerals. 

Because  that’s  where  the  drunk  driver’s  victims  wind  up. 

Drunk  drivers  are  involved  in  at  least  25,000  deaths  and  800,000 
crashes  every  year. 

And  what  can  you  do? 

Remember,  the  drunk  driver,  the  abusive  drinker,  the  problem  drinker 
may  be  sick  and  need  your  help. 

The  first  thing  you  can  do  is  get  him  off  the  road.  For  his  sake  and  yours. 

Do  something.  Write  the  National  Safety  Council,  Dept.  A,  425  North 
Michigan  Ave.,  Chicago,  Illinois,  60611.  And  your  voice  will  he  heard. 

Scream  Bloody  Murder.. 

inn' 

Advertising  contributed  for  the  public  good. 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


End  Cf ud6X'(fliiorouraci{) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’* 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks.s  Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.^ 

Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 

I manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.^  The  early  eradication  of  these  subclini- 
' cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.® 

How  to  identify  solar  keratoses. 

i Typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
f papule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 

1 Predictable  therapeutic  response. 

* j The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
• begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Gruñe  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M.: 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  HI.,  Chailes  C Thomas,  1968, 
P.  92.  3.  Belisario,  J.  C.:  Cutis,  6:293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 

S.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25:450,  1970. 
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Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications : Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers— containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluor- 
ouracil irra  vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o» 


(fluorouracil) 

cream/solution 


/ ^ An  antibiotic 

■ > 

should  work  ^11 
/ in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine . . .by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methyichlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  I'reatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracyclineHCl. 

©ECLOMYCIN* 

DEMETHYIiCHLOKrETRACVCUNE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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THE  “DRUNK”  PEDESTRIAN  AND 
DRIVER  ON  OUR  HIGHWAYS  IN 
PUERTO  RICO  (1970) 


Sidney  Kaye,  MSc.,  PhD 


More  than  50  percent  of  the  pedestrians  and  drivers 
that  died  on  our  highways  in  Puerto  Rico  in  1968 
(1),  1969  (2)  and  again  in  1970  were  under  the  influence 
of  alcohol  at  the  time  of  the  fatal  accident.  Isn’t  that 
a horrible  note!  If  only  we  could  stop  this  “Traffic 
Drinking”  we  would  then  cut  these  traffic  deaths  by 
half.  Something  has  to  be  done  about  this  deplorable 
situation.  This  “Highway  Drinking”  (in  some  way) 
must  be  curbed. 

In  every  region  of  the  United  States,  in  which  alcohol 
has  been  studied  in  victims  of  traffic  fatalities,  it  was 
found  that  it  was  the  largest  single  factor  leading  to 
these  fatalities.  This  is  not  unexpected,  because  alcohol 
is  a strong,  central  nervous  system  depressant  and  in 
sufficient  amount  is  even  lethal.  In  some  states  it  is 
reported  as  the  most  frequent  cause  of  death  by  acute 
poisoning  (3,  4,  5,  6). 

Prohibition  (1918-1932)  did  not  work;  but  hac^ 
alcohol  not  been  discovered  until  today,  I doubt 
whether  it  would  pass  the  rigid  Federal  Food  and  Drug 
Administration  regulations  with  its  potential  to  produce 
4 to  6 million  “sick”  persons  known  as  “alcoholics”, 
with  the  accompanying  dependency:  (Compulsion, 
tolerance  and  withdrawal  symptoms).  Alcoholism  as  a 
disease  is  only  exceeded  in  numbers  by  heart  disease, 
mental  disease,  and  cancer. 

What  a shock  when  your  teenager  springs  this  ques- 
tion: “Why  do  you  stop  me  from  smoking  “pot” 

when  you  get  “plastered”  on  martinis?  That  is  a 
tough  question;  but  a simple  answer  is  why  compare 
one  evil  with  another  evil. 

How  can  anything  that  taste  so  good,  and  is  imbibed 


From  the  Institute  of  Legal  Medicine,  School  of  Medicine, 
University  of  Puerto  Rico. 

Conference  given  at  the  Armed  Forces  Institute  of  Patho- 
logy; Symposium  for  Accident  Pathology,  May  10-12,  1971, 
in  Washington,  D.  C. 

This  investigation  was  supported  by  the  Puerto  Rico  Highway 
Safety  Commission;  Safety  Project  AL-68-1-001,  and  by  a 
Grant  from  the  U.  S.  Department  of  Transportation,  Federal 
Highway  Administration,  Bureau  of  Highway  Safety. 


SO  freely,  be  so  deadly?  the  answer  again  is  simple; 
Drinking  like  a fool:  Too  much,  too  soon;  or  by 
drinking  under  inappropriate  set  of  circumstances  that 
require  judgment  and  coordination  such  as  driving 
or  walking  on  our  highways  (7). 

Statistical  Data 

In  Puerto  Rico,  traffic  deaths  is  the  largest  single 
cause  of  death  due  to  accidents;  it  is  our  number  one 
Public  Health  Problem. 

In  1970  with  a population  of  approximately  2.8 
million;  500,000  registered  vehicles;  550,000  licensed 
drivers  (4  Male:  1 Female);  there  are  5,900  miles  (8) 
of  highway,  and  on  these  highways  there  were  58,600 
(9)  traffic  accidents  that  resulted  in  approximate  26,000 
personal  injuries  and  451  deaths.  For  every  2.2  acci- 
dents, there  was  one  personal  injury,  as  a result  of  a 
traffic  accident  occurring  every  9 minutes.  This  is 
pretty  bad  per  mile  of  travel,  although  this  is  only  16 
per  100,000  in  contrast  to  22  per  100,000  in  the 
United  States. 

However,  things  are  getting  better  in  Puerto  Rico, 
rather  than  worse.  On  the  mainland  there  were  50,000 
traffic  deaths  in  1967;  53,000  in  1968;  and  56,000 
in  1969;  whereas  in  Puerto  Rico  it  leveled  off  in  1969; 
and  in  1970  there  was  actually  a significant  drop  in 
traffic  deaths  to  451  which  represents  a sharp  decrease 
of  92  from  the  preceding  year  (See  Figure  1). 

Of  the  total  451  traffic  deaths,  we  were  able  to 
study  in  some  measure,  338  that  were  submitted  for 
tests  for  alcohol  and  drugs  following  the  autopsy. 
Two  hundred  and  fifty  of  these  were  autopsied  at  the 
Institute  of  Legal  Medicine  (School  of  Medicine)  at 
Rio  Piedras.  Eighty  eight  specimens  were  sent  from  the 
rest  of  the  Island;  thirty  seven  from  the  Arecibo  District 
Hospital  (10);  37  from  Fajardo  District  Hospital  (11); 
10  from  Mayaguez  and  Aguadilla  District  Hospitals 

(12) ;  and  4 were  sent  from  the  Ponce  District  Hospital 

(13) .  More  help  and  cooperation  will  be  solicited  from 
cooperating  agencies  so  that  we  can  get  blood  specimens 
for  alcohol  on  all  highway  fatalities.  If  ever  these  cases 
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Figure  2 


will  be  tried  in  a Court  of  Law,  it  is  very  necessary 
for  the  Court  to  have  a report  on  the  analyses  of  blood 
to  determine  the  absence  or  presence  of  alcohol  or 
drugs.  This  should  be  introduced  as  evidence. 

The  338  fatal  traffic  autopsies  that  were  studied, 
were  separated  and  categorized  as  to  pedestrian,  driver, 
passenger,  age,  sex,  occupation,  day  of  week,  and  time 
of  day.  Only  those  persons  that  died  within  5 hours 
of  the  accident,  were  analyzed  for  alcohol  and  the  com- 
mon depressant  drugs. 

With  this  data  assembled,  it  was  again  shown  that 
males  outnumbered  females  4:1  (269M  — 80  percent 
and  69F  — 20  percent).  This  follows  the  trend  of 
1969  (2)  where  the  ratio  was  (4M:1F);  and  in  1968 
(1)  where  it  was  (5M:1F)  (See  Figures  2 and  3). 

In  the  United  States,  the  MalerFemale  ratio  was 
3:1. 

In  Puerto  Rico,  the  pedestrian  continues  as  in  pre- 
vious years  to  account  for  the  majority  of  our  traffic 
deaths  studied.  Of  the  338  cases  studied,  there  were 
180  pedestrian  (54  percent),  which  were  distributed 
into  142  (78  percent)  males  and  41  (22  percent) 
females.  This  is  in  sharp  contrast  to  the  23  percent 
who  were  drivers  (or  76  cases),  of  which  73  were 
males  and  only  3 were  females.  There  were  only 
16  percent  passengers  (or  56  cases)  of  which  32 
were  males  and  24  females;  and  the  remainder  were 
10  motorcyclists,  6 bicyclists,  3 horseman,  and  4 
where  a reliable  category  could  not  be  established 
(See  Figures  4 and  5). 

About  18  percent  of  all  our  traffic  deaths  occurred 
in  the  61  and  over  ages  and  the  male  to  female  was 
again  at  least  in  4 to  1 ratio  (See  Figures  2 and  3). 

Pedestrian: 

As  in  1968  (1)  and  in  1969  (2),  the  pedestrian 
in  1970  contributed  (by  far)  to  the  majority  of  our 
traffic  fatalities.  Among  these  183  traffic  (pedes- 
trian) fatalities,  there  were  33  in  the  61  to  70  ages 
group  (24M:9F);  13  deaths  between  71-80  and  only 
5 over  80  years  of  age.  Twenty  eight  percent  of 
pedestrian  traffic  fatalities  were  61  years  or  older. 

The  total  pedestrians  studied  in  1970  fell  into 
the  following  categories  of  occupation  in  order  of 
frequency:  Laborer,  student,  then  housewife. 

Driver: 

Drivers  accounted  for  76  fatal  cases  or  23  percent 
of  the  total.  These  were  distributed  into  73  males 
and  only  3 females  or  a ratio  of  25:1. 

Males  by  far  outnumbered  the  females.  The  female 
driver  only  contributed  4 percent  of  the  total  driver’s 
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Figure  4 


POST  MORTEM  EXAMINATIONS  BY  WEEK  DAYS  AND  TIME  OF  OCCURRANCE 
IS  TO 


OAY  TIME  MSHT  TIME 


100  SO  so  40  20  0 20  40  60  80  100 


deaths  on  our  highways. 

Chauffeurs  represented  the  most  frequently  occurring 
occupation  (as  listed)  followed  by  students  and  then 
mechanics. 

In  age  distribution;  56  out  of  the  76  fatalities  were 
between  14  to  40  or  74  percent  of  the  total;  only  26 
percent  were  above  40  years  old. 

The  distribution  of  the  cases  by  days  of  the  week, 
and  hour  of  occurrence,  again  show  that  most  deaths 
(155)  occurred  during  Saturday  and  Sunday  (45.9 
percent  of  the  total.  Of  these  155  cases,  128  were 
male  and  27  were  female.  Friday  follow  the  Saturday 
and  Sunday  with  41  cases,  then  Thursday  with  40  cases 
and  Tuesday  and  Wednesday  with  32  cases  each  and 
finally  Monday  with  31  cases  (See  Figures  6 and  7). 

With  the  distribution  by  hours  of  occurrence,  it  is 
noted  that  182  (53.8  percent)  deaths  occurred  during 
the  night,  that  is  from  6:00  p.m.  to  5:59  a.m.  Of  these 
182  deaths,  119  (65.4  percent)  occurred  from  6:00 
p.m.  to  12:00  midnight;  110  (32.5  percent)  occurred 
during  the  day  time;  and  in  46  (13.6  percent)  cases 
the  hour  of  the  accidents  were  not  reliably  established. 

Alcohol  Levels  in  Blood  * 


* - The  above  blood  levels  were  all  performed  directly  on 
blood  that  was  preserved  with  sodium  fluoride  (100  mgllO 
ml  (14).  The  Muehlberger  procedure  was  used  throughout 
(15).  Urine  was  not  used;  it  is  unreliable  (3,  16,  17,  18). 
Values  of  0.02  percent  or  less  were  reported  negative,  and 
all  possible  common  interfering  substances  were  ruled  out 

(19). 


Figure  6 
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TABLE  I:  COMPARISON  OF  POST-MORTEM  EXAMINATIONS  OF  TRAFFIC 
DEATHS  BY  CONTENT  OF  ALCOHOL  IN  BLOOD  AND  SEX 
1968,  1969  AND  1970 


S E 

X E 

S 

BOTH  SEXES 

MALES 

FEMALES 

Content  Alcohol  in  Blood 

1970 

1969 

1968 

1970 

1969 

1968 

1970 

1969 

1968 

TOTAL 

338 

262 

304 

269 

213 

254 

Ú1 

49 

50. 

ALCOHOL  SAMPLES  - SUB-TOTAL 

207 

179 

206 

m. 

149 

182 

31 

2£ 

POSITIVE  OF  ALCOHOL  - S.  T. 

A22. 

81 

2Ü- 

Ill 

82. 

-22 
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0.15  or  more 

76 

42 

56 

68 

40 

53 

8 

2 

3 

0.10-0.14 

26 

30 

25 

25 

28 

24 

1 

1 

1 

0.09  or  less 

20 

15 

15 

18 

14 

15 

2 

1 

NEGATIVE  OF  ALCOHOL  - S.  T. 

85 

2L 

110 

90 

20 

25 

20 

NO  ALCOHOL  SAMPLES  - S.  T. 

131 

83 

98 

93 

64 

72 

38 

19 

2^ 

U0I5% 


0 0 09 
Q n«gal 


Figure  9 


In  207  (61.2  percent)  cases  of  the  total  of  338 
post-mortem  examinations,  blood  alcohol  levels  were 
determined.  No  blood  alcohol  was  determined  in  the 
remaining  131  cases  because  more  than  5 hours  had  elap- 
sed between  the  accident  and  death. 

Of  the  total  207  cases  analyzed  for  blood  alcohol 
content,  122  (58.9  percent)  were  positive.  111  males 
and  11  females,  or  a 10:1  proportion  of  males  over 
females.  The  remaining  85  (41.1  percent)  cases  were 
alcohol  negative  in  the  blood  sample  of  which  65 
were  males  and  20  were  females  (See  Figures  8,  9 and 
Table  I). 

When  we  distributed  the  122  positive  cases  of  al- 
cohol by  categories  that  is,  by  pedestrian,  driver,  etc., 
we  found  that  by  far,  tbe  most  cases  (64)  were  pe- 
destrians (56  males  and  8 females).  Tbis  is  52  per- 
cent of  the  total  122  alcohol-positive  cases;  and  61 
percent  of  the  106  fatal  pedestrian  tested. 

Next  were  the  drivers  with  36  positive-alcohol  cases 
(all  males,  there  were  no  drinking  females).  This  is 
equal  to  29.5  percent  of  the  total  alcohol  positive  cases 
and  63  percent  of  the  57  fatal  drivers  tested. 

The  drivers  were  followed  by  the  passengers  with 
only  15  cases  or  12  percent  of  the  total  positive  cases 
and  26  percent  of  the  fatal  passengers  tested.  The 
motorcyclist  contributed  with  3 cases;  and  in  4 cases 
the  categories  were  not  definitely  established. 

The  total  alcohol  positive  cases  were  then  separated 
by  day  of  tbe  week.  This  separation  demonstrated 
that  Saturday  and  Sunday  accounted  for  the  largest 
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number  64,  or  32  cases  for  each  day.  This  is  52.5 
percent  of  the  total  alcohol  positive  cases  or  41.3 
percent  of  the  total  traffic  deaths  that  occurred  on 
Saturday  and  Sunday.  On  Friday  there  were  17 
(13.9  percent).  The  Friday  cases  were  followed  in 
frequency  hy  Thursday,  then,  Tuesday,  Wednesday, 
and  in  last  place  by  Monday. 

The  122  traffic  deaths  that  were  positive  for  al- 
cohol in  hlood  were  then  separated  by  hour  of  occur- 
rence. It  was  noted  that  84  (68.9  percent)  cases 
occurred  during  night  time,  23  cases  during  day  time 
and  the  remaining  15  cases,  the  hour  of  the  accident 
was  not  reliably  established.  Of  the  victims  40.7  per- 
cent died  in  accidents  occurring  between  6:00  p.m. 
and  12:00  midnight. 

A combination  of  the  day  of  the  week  and  hour  of 
occurrence  show  as  that  81  or  (66.4  percent)  cases 
occurred  on  the  weekend  (Friday,  Saturday  and  Sunday) 
and  that  3 of  4 died  in  accidents  occurring  during  the 
night. 

Since  the  social  (light)  drinker  is  by  far  in  the  major- 
ity (approximately  70,000,000),  it  was  thought  that 
it  is  he  (or  she)  who  then  would  account  for  the 
larger  percentage  of  the  traffic  fatality  involved  with 
drinking  (7).  This  is  not  so,  neither  in  the  United 
States  (20)  nor  in  Puerto  Rico. 

In  76  cases  the  level  of  alcohol  in  blood  was  es- 
tablished at  0.15  percent  or  more.  This  is  62.3  per- 
cent of  the  total  positive  cases.  Between  0.10  to 
0.14  percent  there  were  26  cases  or  21.3  percent,  and 
in  20  (16.4  percent)  cases  the  positive  alcohol  was 
established  in  0.09  percent  or  less. 

Driver:  (76  cases;  73M:3F) 

Blood-alcohol  samples  submitted:  57  cases 
Cases  negative:  21  (20M:1F) 

Cases  positive:  36  (all  males)  - 63  percent 
positive 

0.05-0.09  percent  — 6 (light  drinking) 

0.10-0.14  percent  — 10  (moderate  to  heavy 
drinking) 

0.15  + — 20  (heavy  drinking) 

Pedestrian:  (183  cases;  142M:41F) 

Blood-alcohol  samples  submitted:  106  cases 
Cases  negative : 42(32M:10F) 

Cases  positive:  64  (56M:8F)  — 60  percent 

positive 

0.05-0.09  percent  — 10  (9M:1F)  - (li^t  drink- 

ing) 

0.10-0.14  percent  — 7 (all  males)  (moderate  - 
heavy  drinking) 

0.15  + — 47  (40M:7F)  (heavy  drinking) 


The  fact  that  only  6 of  the  36  positive  fatal 
driver  cases  had  less  than  0.09  percent  blood  alcohol 
suggests  very  few  were  light  drinking;  that  10  had  levels 
of  0.10-0.14  percent  suggests  many  were  moderate  to 
heavy  drinking;  and  that  20  had  levels  of  0.15  percent 
or  above  suggests  that  most  were  very  heavy  drinking. 
This  surely  points  out  the  likelihood  that  heavy  drinkers 
are  responsible  for  most  of  the  driver  fatalities.  It  is 
also  noted  that  a fair  number  of  heavy  drinkers,  in 
general,  drink  throughout  the  week  and  not  merely 
on  weekends  as  shown  by  day-to-day  distribution. 
Of  course,  the  weekend  induces  drinking  in  both 
the  heavy  drinker  and  the  social  drinker.  When  we 
talk  about  the  “heavy  drinker”,  we  are  not  referring 
to  the  1 or  2 or  3,  or  even  4 drinks  of  1 oz.  each. 
It  requires  at  least  7 oz.  for  a 165  lb.  man  to  reach  a 
0.15  percent  blood-alcohol  level  (See  Table  II). 

Of  the  207  cases  positive  for  blood  alcohol  content, 
155  (120M:27F)  (46  percent)  were  involved  in  traffic 
accidents  on  Saturday  and  Sunday.  Of  these,  84 
(70  percent)  occurred  at  night.  Sunday  night  took 
the  highest  toll  with  25. 

It  is  a very  interesting  note,  that  not  one  single 

female  drinking  driver  died  on  our  highway  this  year. 

It  has  been  stated,  and  generally  accepted,  that  more 
than  half  of  our  adult  population  uses  the  highway  at 
least  occasionally  after  drinking.  Evidence  is  now 
being  compiled  by  us  and  others  (20)  that  strongly 
suggests  that  the  “drinking”  highway  fatalities  by 
far  involves  the  “drinking  male”  who  drinks  so  heavily 
which  is  rarely  seen  among  the  pedestrians  or  drivers 
who  are  not  involved  in  highway  accidents.  The 
heavy  (problem)  drinker  who  represents  only  a small 
minority  in  our  population  now  again  is  shown  to  be 


TABLE  II:  HOW  MANY  DRINKS  DID  HE 
HAVE? 

165  - pound  man;  86  proof  liquor 


Blood-Alcohol 

(One  hour) 
(Empty  Stomach) 
Approx.  Amt. 

(Two  hours) 
(Full  Stomach) 
Approx.  Amt 

0.05  percent 

2 1/2  oz. 

0.10  percent 

5 oz. 

7 oz. 

0.15  percent 

7 1/2  oz. 

10  oz. 

0.20  percent 

10  oz. 

0.25  percent 

12  1/2  oz. 

0.30  percent 

15  oz. 

Herman  Heise;  Insur.  Inst,  of  Hway  Safety;  D.H.E.W.;  and  R.C.M.P . 
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mainly  responsible  for  most  of  our  traffic  deaths. 

In  a study  made  by  Dr.  Julian  Waller  (quoted  by 
McFarland)  (21),  it  was  stated  that  the  presence  of 
liver  disease  was  a good  indication  of  a chronic 
drinker  (as  a general  guide).  This,  however,  does 
not  seem  to  be  entirely  the  case  in  Puerto  Rico 
(22).  The  drinking  and/or  eating  habits  and  culture 
may  vary  in  Puerto  Rico  because  little  liver  damage 
is  seen  at  autopsy  — only  ten  cases  were  seen  in  1969 
and  only  8 cases  were  seen  in  1970.  Of  the  8 cases, 
only  1 was  positive  for  alcohol.  This  study  will  continue 
because  in  this  California  by  Waller  in  1966,  two  out  of 
three  of  all  traffic  fatalities  with  a blood  alcohol  level 
of  0.15  percent  or  above,  also  had  fatty  infiltrations 
or  cirrhosis  of  the  liver;  and  only  15  percent  (or  those 
who  were  alcohol  free)  had  liver  disease.  This  accord- 
ing to  Waller,  is  therefore  strongly  suggestive  that  the 
problem  is  one  mainly  of  the  chronic  alcoholic. 

In  general,  the  chronic  drinker  in  Puerto  Rico  ap- 
parently follows  a definite  pattern.  The  heavy  drinker 
fatalities  (0.15  percent  and  above)  were  more  frequent 
on  Saturday  and  Sunday,  both  day  and  night  times 
(AM-PM).  The  moderately  heavy  drinker  fatalities 
(0.10-0.14  percent)  were  also  more  frequent  on  Sa- 
turday and  Sunday.  The  fatalities  of  light  social  drinkers 
(less  than  0.09  percent)  were  about  evenly  distributed 
during  the  day  but  were  more  frequent  at  nigbt  on 
Saturday  and  Sunday  than  Monday  - through  Friday. 

Since  it  takes  at  least  7 oz.  of  86  proof  liquor  for  a 
165  pound  man  to  reach  0.15  mg  percent  alcohol  in  the 
blood  in  1-2  hours,  it  appears  that  our  main  problem 
(similar  to  Waller  and  the  United  States  mainland)  is 
that  of  the  heavy  problem  drinker,  who  drinks  all 
week,  and  especially  during  the  weekend  and  evenings. 
It  is  he  who  (although  in  the  population  minority) 
causes  most  of  the  highway  fatalities. 

Depressant  Drugs 

Another  point  of  interest  noted  in  our  study  was  the 
occasional  presence  of  depressant  drugs.  In  the  United 
States  it  is  estimated  that  from  10  to  20  percent  of 
people  of  driving  age  are  taking  prescription  medica- 
tions. This  figure  omits  the  many  millions  of  people 
who  are  under  self-medication  (with  drugs  illegally 
available  without  a prescription).  Many  of  these 
people  need  to  drive.  Obviously,  special  laws  to 
regulate  their  driving  would  be  highly  impractical. 
What  is  the  answer?  Only  an  awareness  by  tbe 
prescribing  physician  and  tbe  public  of  tbe  definite 
dangers  of  driving  while  taking  certain  drugs,  or  being 


exposed  to  certain  gases  can  counteract  this  problem— 
this  is  especially  true  of  depressant  drugs  and  carbon 
monoxide. 

Carbon  monoxide  (23,  24)  is  a depressant  gas 
and  can  impair  driving  abilities.  In  1968,  (1)  we 
discovered  three  cases  in  which  the  driver  had  a carbon 
monoxide  level  over  5 percent;  1969  (2),  again  three 
cases  of  carbon  monoxide  were  found.  This  year 
(1970)  there  were  20  positive  cases  of  carbon  monoxide 
all  of  which  were  5 percent  or  above*. 

In  1969  (2)  there  were  twelve  positive  cases  of  drugs: 
Six  of  morphine,  two  of  phenobarbital,  one  each  of 
Doriden,  Fiorinal,  Thorazine,  and  Salicylates. 

In  1970,  there  were  ten  positive  cases  of  drugs:  2 
morphine  (and  quinine),  4 phenothiazines,  1 mepro- 
bamate, 1 benadryl,  and  2 methanol. 

Alcohol  is  problem  enough  to  endanger  the  lives 
on  our  highways;  and  the  use  of  abuse  or  drugs  or 
exposure  to  carbon  monoxide  only  add  to  the  problem. 

Summary 

The  constant  insidious  upward  trend  of  traffic 
fatalities  during  the  last  10  years  in  Puerto  Rico 
has  finally  stopped.  There  were  actually  92  less 
deaths  on  our  highways  this  year  as  compared  to 
last  year. 

A total  of  451  traffic  deaths  occurred  in  Puerto 
Rico  in  1970;  our  study  covered  338  of  these  cases. 
The  distribution  of  these  cases  was  as  follows:  183 
pedestrians  (142M:41F);  76  drivers  (73M:3F);  56  pas- 
sengers (32M:24F). 

There  were  more  than  twice  as  many  pedestrian 
fatalities  than  drivers.  Male  pedestrians  by  far  ex- 
ceeded the  female.  Most  of  the  pedestrian  fatalities 
were  either  under  20  or  were  over  61  years  old. 

“Drinking”  and  driving  or  “jay  walking”  was  again 
the  major  contributing  factor.  Of  the  338  traffic 
fatalities  (269M:69F)  studied,  207  were  analyzed  for 
alcohol.  Sixty  percent  or  122  (111M:11F)  out  of  the 
207  were  positive.  These  are  distributed  between 
categories  as  follows: 

Pedestrians:  Sixty-four  were  positive  for  alcohol 

(56M:8F).  In  other  words  there  were  64  positive 
out  of  the  106  pedestrians  tested,  or  61  percent  were 
positive  for  alcohol.  Most  of  the  drinking  pedestrians 


* - Possibly  due  to  a faulty  exhaust  system  or  to  ^'tailgating" 
too  closely  behind  a bus,  or  truck. 
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were  “heavy  drinkers”;  47  (40M;7F)  out  of  the  64 
positive  for  alcohol,  were  above  0.15  percent  blood- 
alcohol  level. 

Drivers:  Drivers  accounted  for  76  fatalities  (73IVI: 
3F).  Very  few  females  (less  than  4 percent)  ended  up 
dead  behind  the  driver’s  wheel.  Blood  alcohol  levels 
were  determined  in  57  cases.  Thirty  six  of  the  57 
tested  were  positive  for  alcohol,  or  63  percent  of  the 
driver  fatalities  tested  were  drinking.  Of  the  36  positive, 
all  were  male  - no  females.  Twenty  had  0.15percent 
or  above;  10  bad  0.10  percent-0.14  percent;  6 had  0.09 
percent  or  less  alcohol  in  the  blood,  and  21  were  nega- 
tive. 

Tbe  fact  that  20  had  0.15  percent  or  above  strongly 
suggests  very  heavy  drinking  and  that  0.10-0.14  percent 
suggests  moderate  to  heavy  drinking.  This  definitely 
again  incriminates  the  heavy  problem  drinker  in  the 
majority  of  our  driver  fatalities. 


COMPARISON  OF  PERCENTAGE  OF  POSITIVE  AL- 
COHOL AND  TRAFFIC  FATALITIES  FOR  THE  LAST 
THREE  YEARS 


1968 

1969 

1970 

Pedestrian 

’i. 

44  percent 

45  percent 

61  percent 

Driver 

78  percent 

67  percent 

63  percent 

It  was  again  shown  that  the  week-end  evenings  were 
the  time  of  greatest  fatalities  involving  larger  number  of 
heavy  drinkers.  The  heavy  drinker,  was  also  shown 
to  be  active  during  the  week  days. 

It  is  very  interesting  to  note  that  we  did  not  find 
one  single  female  driver  who  died  on  our  highways 
while  “drinking”  in  1970. 

Carbon  monoxide  is  a depressant  gas  and  again  it  was 
found  positive  in  a large  number  of  our  traffic  fatalities. 
There  were  20  positive  cases  of  carbon  monoxide,  5 per- 
cent or  above  which  were  found  in  our  traffic  fatalities. 

Drivers  should  be  cautioned  not  to  “tailgate”  the 
car  or  truck  he  follows;  again  should  be  cautioned  to 
re-check  their  vehicles  for  exhaust  break-down.  Com- 
pulsory car  inspection  may  help. 

Two  positive  cases  of  morphine  were  also  identified 
as  well  as  4 phenothiazine  derivatives,  1 meprobamate, 
1 benadryl  and  2 methyl  alcohol. 


Resumen 

La  espiral  de  muertes  de  tránsito  prevaleciente  en 
Puerto  Rico  durante  las  últimas  décadas  ha  sido  al  fin 


detenida. 

Del  total  de  451  fatalidades  de  tránsito  acaecidas 
durante  el  año  de  1970  en  Puerto  Rico,  338  (269 
varones  y 69  hembras)  fueron  incluidas  en  el  presente 
estudio.  De  estos  casos  estudiados  183  eran  peatones 
(142  varones  y 41  hembras),  76  conductores  (73 
varones  y 3 hembras)  y 55  pasajeros  (32  varones  y 24 
hembras). 

Las  cifras  anteriores  indican  que  el  número  de 
peatones  excede  por  más  del  doble  al  de  conductores 
muertos  y que  de  ellos  la  gran  mayoría  eran  varones. 
El  estudio  también  revela  una  concentración  de  peatones 
en  los  grupos  de  sobre  61  y bajo  20  años  de  edad. 

Queda  otra  vez  expuesto  el  alcohol  como  el  factor 
principal  contribuyente  a dichas  desgracias.  El  nivel 
de  alcohol  en  la  sangre  se  determinó  en  207  de  los 
338  casos  estudiados,  122  (60  por  ciento)  de  ellos 
(111  varones  y 11  hembras)  resultando  positivos  y 
distribuyéndose  de  la  manera  siguiente: 


Casos  Peatones  (106)  Conductores  (57) 

Estudiados  Total  Varones  Hembras  Total  Varones  Hembras 


Positivos  para 
alcohol 

64 

56 

8 

36 

36 

0 

Nivel  de  alcohol 
en  la  sangre 
sobre  0.15 
por  ciento 

47 

40 

7 

20 

20 

0 

RELACION  DEL  POR  CIENTO  DE  CASOS  POSI- 
TIVOS PARA  ALCOHOL  EN  EL  TOTAL  DE  MUER- 
TOS DE  TRANSITO  OCURRIDOS  DURANTE  LOS 
ULTIMOS  3 AÑOS  (1968-1970) 


1968 

1969 

1970 

Peatones  44  por  ciento 

45  por  ciento 

61  por  ciento 

Conductores  78  pór  ciento 

67  por  ciento 

63  por  ciento 

Queda  demostrado  nuevamente  que  la  mayor  inci- 
dencia de  fatalidades  relacionadas  a la  embriaguez  con 
alcohol  tiene  lugar  durante  los  fines  de  semana  en  horas 
de  la  tarde. 

Es  interesante  señalar  que  entre  los  casos  de  muertes 
de  tránsito  relacionados  al  alcohol  durante  el  año  de 
1970  no  se  registró  ni  una  sola  mujer. 

En  veinte  de  los  casos  estudiados  se  determinó 
la  presencia  de  monóxido  de  carbono  en  niveles  de 
de  5 por  ciento  o más.  Este  es  un  gas  con  fuertes 
propiedades  depresivas.  Los  conductores  deben  de  ser 
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advertidos  del  peligro  que  al  respecto  representa  el  se- 
guir de  cerca  a camiones  y autobuses  en  la  carretera 
al  igual  que  las  posibles  consecuencias  de  un  mal  fun- 
cionamiento en  las  vías  de  escape  de  los  gases  de 
combustión  en  su  vehículo.  La  inspección  compulsoria 
de  automóviles  podría  ayudar  al  respecto. 

Dos  casos  de  morfina,  al  igual  que  cuatro  de  deriva- 
dos de  fenotiazinas,  uno  de  meprobamato,  uno  de  bena- 
dril  y dos  de  alcohol  metílico,  fueron  también  identi- 
ficados en  este  estudio. 
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THE  MORBIDITY  OF  A RENAL 
EXPLORATION 


Roberto  F.  Fortuño,  MD,  FACS 
Francis  Dubocq,  MD 


The  management  of  a patient  with  a space  occupy- 
ing lesion  in  one  kidney  as  demonstrated  by  pyelo- 
graphy, is  at  present  under  discussion.  The  following 
conflicting  statements  have  been  expressed  l)y  pro- 
minent contemporary  urologists  in  recent  literature. 

“In  most  cases  of  large  renal  cysts,  surgical  explora- 
tion is  iinnecessary  and  undesirable.  The  diagnosis  is 
easily  confirmed  by  the  x-ray  appearance  of  a renal 
cystogram”  (1).  “Exploration  of  all  renal  masses  and 
careful  examination  of  the  cyst  wall  and  the  cyst 
contents  remains  the  most  sound  approach.  Other 
diagnostic  efforts,  after  a parenchynal  mass  has  been 
ascertained  may  lead  to  erroneous  conclusions”  (2). 
“To  date  no  case  has  been  found  at  the  Cleveland  Clinic 
in  whom  a selective  renal  arteriogram  was  normal  and 
in  whom  a malignant  tumor  of  the  kidney  was  subse- 
quently discovered”  (3).  All  space  occupying  lesions 
of  the  kidney  should  be  surgically  explored  uidess 
specifically  contraindicated”  (4). 

The  controversy  ranges  on:  which  is  the  greater 
evil,  the  risk,  pain  and  disability  of  an  operation 
or  tlie  chance  of  missing  a malignant  renal  tumor 
when  there  is  still  time  for  cure?  It  is  important 
that  this  controversy  be  settled.  With  the  increase 
in  the  use  of  radiological  studies  the  number  of 
silent  renal  masses  being  discovered  is  augmenting. 
In  500  routine  pyelograrns  in  patients  with  pros- 
tatic hypertrophy,  2 percent  showed  a tumor-like 
defonnity  in  one  kidney  (8). 

The  incidence  of  renal  cysts  in  an  autopsy  study 
was  reported  as  high  as  5 percent  (9).  If  we  follow 
the  advice  that  all  renal  masses  be  explored,  this 
could  mean  that  in  Puerto  Rico  alone  over  100,000 
persons  may  eventually  need  surgical  exploration. 

On  the  other  hand,  the  defenders  of  universal 
exploration  of  all  renal  masses  argue  that  the  inci- 
dence of  cysts  containing  or  co-existing  with  malig- 


From  the  Department  of  Urology,  San  Juan  Municipal 
Hospital  and  the  Urology  Services  of  the  University  of  Puer- 
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nant  tumors  varies  in  different  studies  from  2.3  per- 
cent to  7 percent  (6,  7). 

Recently,  Wise  in  his  study  states  that  9 percent 
of  his  patients  without  any  stigmata  of  malignancy, 
were  found  with  renal  cancer  (5).  There  are  several 
case  reports  in  the  literature  in  which  the  differentia- 
tion of  tumor  from  cyst  could  oidy  he  made  in  the 
operating  room  (10). 

There  is  no  doubt  that  the  ideal  solution  to  this 
problem  would  be  to  develop  an  accurate  diagnostic 
test  to  screen  most  of  these  patients.  In  recent 
years  renal  angiography  and  nephrotomography  have 
been  used  extensively  in  some  institutions  in  an  attempt 
to  obtain  an  accurate  diagnosis.  These  are  safe  diagnos- 
tic procedures  in  the  hands  of  qualified  personnel;  only 
10  self  limiting  complications  were  reported  in  a series 
of  1760  aortograms  (3).  These  two  studies  in  com- 
bination are  reportedly  94  percent  accurate  in  distin- 
guishing between  cyst  and  tumor  (5,  7).  Which  means 
that  in  6 percent  of  these  patients  a renal  malignancy 
may  not  be  detected  by  these  studies. 

Even  though  we  do  not  intend  to  settle  this  impor- 
tant argument  we  thought  it  would  be  wise  to  reevaluate 
our  position  by  first  determining  how  dangerous  a sur- 
gical exploration  of  a kidney  in  our  environment  is. 

Material  and  Methods 

In  the  urological  services  of  the  Puerto  Rico  Medical  Center 
the  tendency  has  been  to  explore  all  space-occupying  masses 
found  in  the  kidney  except  when  clear  medical  contraindica- 
tions are  present.  Patients  with  short  life  expectancy  are  not 
operated.  Prior  to  operation  the  renal  function  is  determined. 
Patients  in  renal  failure  are  not  explored.  Occasionally,  pa- 
tients with  poor  renal  reserve,  are  operated  to  establish  a diag- 
nosis by  biopsy  or  to  improve  renal  function  by  removal  of 
an  obstructive  cyst  but  nephrectomy  is  never  contemplated. 

In  this  shidy  we  reviewed  the  clinical  records  of  50  patients 
who  underwent  surgical  exploration  to  determine  the  nature 
of  a space-occupying  mass  in  one  kidney  and  in  whom  a sim- 
ple renal  cyst  was  found.  We  did  not  include  patients  with 
malignant  renal  tumors  or  with  any  other  type  of  renal 
pathology.  As  stated  above,  patients  with  evidence  of  renal 
failure  were  excluded.  The  only  operation  performed  in 
these  patients  was  exploration  with  simple  resection  of  the 
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cyst  wall. 

The  cases  were  selected  from  different  hospitals.  Half  of 
them  came  from  the  two  general  hospitals  in  our  Medical 
Center;  eigliteen  were  selected  from  a private  hospital  and 
seven  patients  were  operated  at  the  San  Juan  Veterans  Ad- 
ministration Hospital. 

Results 

Sex  Distribution: 

There  were  29  males  and  21  females,  hut  if  we  eli- 
minate the  cases  from  the  V.  .A.  Hospital  the  sex  distri- 
hution  is  equal. 

.4^e  Distribution: 

Table  1 shows  that  the  majority  of  our  patients  were 
50  years  or  older. 

Complicating  Conditions: 

Table  11  details  the  presence  of  other  important 
diseases  which  could  complicate  the  operation.  Twenty 
one  patients  were  thus  affected.  The  most  common 
condition  was  hypertension  which  was  included  in  the 
group  under  cardiovascular  complications.  None  of 
these  patients  had  a severe  medical  condition.  This 
is  a retrospective  study  in  which  seriously  ill  indivi- 
duals were  not  explored,  thus  selecting  the  best  sur- 
gical risk  for  the  operation,  a factor  that  must  have 
influenced  our  morbidity. 

Operation: 

Only  three  of  these  patients  had  a trans-abdominal 
operation;  in  all  tbe  others,  the  translumbar  approach 
was  used.  This  is  an  interesting  point.  The  surgeons 
in  these  institutions  tend  to  favor  the  trans-abdominal 
route  for  removal  of  all  renal  tumors.  This  approach 
is  used  almost  routinely  by  us  when  the  diagnosis  of 
cancer  is  strongly  suspected.  Therefore,  it  is  fair  to 
conclude  that  in  most  of  these  cases  we  were  con- 
vinced that  we  were  dealing  with  a renal  cyst. 

Mortality: 

We  were  fortunate  in  that  there  were  no  deaths 
to  report  in  this  series. 

Post-Operative  Complications:  (Table  III) 

Thirteen  patients  (26  percent)  suffered  some  form 
of  complication  as  detailed  in  Table  III.  All  were 
mild  and  self-limiting,  but  as  described  below  they 
prolonged  the  hospital  stay  considerably.  There  were 
no  permanent  disabilities. 


TABLE  I:  AGE  DISTRIBUTION 


20-29 

1 

30-39 

4 

40-49 

4 

,30-59 

10 

60-69 

12 

70-79 

19 

80-89 

1 

Total  - 

51 

TABLE  II:  PREOPERATIVE  COMPLICATIONS 


Cardiovascular 

11 

Diabetes 

4 

Pulmonary 

2 

Cholecystitis 

2 

Carcinoma  of  Cervix 

1 

Psychosis 

1 

Total  - 

21 

TABLE  III:  POSTOPERATIVE 
COMPLICATIONS 


Fever  6 

Wound  Infection  3 

Bronchopenunionia  2 

Pneumothorax  1 

Psychosis  1 

Total  - 13 


TABLE  IV: 

POSTOPERATIVE  HOSPITAL 
STAY 

Average 

8.8  days 

Non  V.  A. 

7.3  days 

V.  A. 

17.0  days 

Median 

7 days 
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Hospital  Stay:  ( ral)le  IV) 

We  thought  it  might  he  interesting  to  calculate 

the  post-operative  hospital  stay  in  these  patients 

counting  from  the  day  of  operation  to  the  day  of 
discharge.  The  average  post-operative  stay  was  8.8 
days,  hut  if  we  eliminate  the  V.  A.  cases  it  comes 
down  to  7.3  days  as  the  veterans  hospitalization  aver- 
aged J7  days.  The  median  stay  was  7 days.  The  hos- 
pitalization was  definitely  prolonged  by  the  {)ost-opera- 
tive  complications  to  11.4  days.  The  presence  of 

other  diseases  in  these  patients  did  not  affect  the 
average  length  of  their  hospitalization;  a fact  that 

serves  to  confirm  that  all  of  these  individuals  were 
rather  healthy  prior  to  their  operation. 

Discussion 

In  a similar  report  by  Plaine  and  Hinman  in  1965, 
they  stated  that  in  the  rather  extensive  literature  devo- 
ted to  operative  risks,  there  appear  to  he  no  specific 
figures  on  the  morbidity  and  mortality  associated  with 
surgical  exploration  of  the  kidney.  In  their  series  123 
patients  were  explored  with  one  death  and  two  perma- 
nent disabilities;  eleven  unnecessary  nepbrectomies  were 
done  in  patients  with  renal  cysts  (H).  In  our  series 
26  percent  of  the  patients  suffered  some  form  of 
post  operative  complication,  but  they  were  all  self- 
limiting  and  resulted  in  no  permanent  disability.  No 
renal  tissue  was  lost  as  a consequence  of  tbe  operation. 
The  hospital  stay  of  our  patients  was  rather  prolonged, 
which,  at  the  present  cost  of  hospitalization,  represents 
an  important  expense. 

Conclusions 

We  have  shown  that  surgical  exploration  for  determi- 
ning the  nature  of  a renal  mass  can  be  done  in  our 
environment  without  mortality  and  with  an  insignificant 
morbidity. 


I bere  is  no  doubt  that  the  operation  does  cause  pain 
and  temporary  disability.  Even  though  in  our  hospitals 
it  is  not  a very  dangerous  procedure,  we  must  consider 
exploration  an  evil.  The  (piestion  remains,  is  this  evil 
a necessary  or  an  unnecessary  one? 

Summary 

Surgical  exploration  for  determining  the  ?iature  of  a 
renal  mass  was  performed  in  fifty  patients.  There  was 
no  mortality.  Post-operative  complications  appeared 
in  thirteen  patients.  No  permanent  disability  nor  loss 
of  renal  tissue  resulted  from  these  explorations. 
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EARLY  POSTPARTUM  INSERTION  OF 
THE  LIPPES  LOOP  IN  AN  ISOLATED 
PUERTO  RICAN  COMMUNITY 


The  intrauterine  device  (lUD)  is  now  accepted  as 
a method  of  contraception  for  selected  patients. 
Among  the  factors  contributing  to  its  widening  usage 
are:  1)  minimal  patient  responsibility;  2)  minimal 

levels  of  continued  patient  motivation;  and  3)  an  eco- 
nomy of  initial  cost  and  medical  follow-up.  Insertion 
is  generally  perfonned  during  the  nonpuerperal  state. 
However,  certain  patients  are  not  able  or  willing  to 
return  to  a medical  facility  after  parturition.  This  is 
especially  tnie  in  areas  of  the  world  where  populations 
are  widely  scattered,  where  transportation  is  poor,  or 
where  patients  are  averse  to  utilizing  available  facilities. 
Insertion  of  an  lUD  during  immediate  puerperium  has 
merit  for  these  patients  because  motivation  is  high 
for  eontraception  shortly  after  delivery  (7,  14,  15). 
Several  studies  of  the  effectiveness  and  acceptability 
of  the  lUD  in  the  immediate  puerperium  have  been 
favorable  (2,  6,  10,  11,  15,  16). 

Materials  and  Methods 

The  present  study  was  carried  out  in  a small  general  hospi- 
tal, isolated  in  the  mountains  of  Puerto  Rico.  It  was  the  only 
medical  facility  readily  available  to  a population  of  about 
20,500.  Public  transportation  was  inadequate  and  inconvenient. 

The  study  was  carried  out  for  a one-year  period  ending 
in  May,  1967.  All  women  who  had  recently  delivered  were 
offered  any  one  of  a variety  of  contraceptive  methods  by  a 
physician  or  public  health  nurse.  A total  of  79  patients 
elected  an  lUD.  Most  (67  percent)  insertions  were  performed 
on  the  third  or  fourth  postpartum  day,  although  occasionally 
insertion  was  as  early  as  the  second  or  as  late  as  the  tenth 
postpartum  day. 
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Patients  ranged  in  age  from  15  to  40,  with  the  mean  age 
being  24  and  the  median  age  23.  Gravidity  ranged  from  1 to 
13  (median  = 4),  and  abortions,  from  0 to  9 (median  = 0). 

At  the  time  of  insertion,  the  patient  was  placed  in  litho- 
tomy position  and  the  vulva  was  cleansed  with  aqueous 
zephiran.  A sterile  speculum  was  inserted  into  the  vaginal 
canal,  and  the  cervix  and  vagina  were  cleaned  with  aqueous 
zephiran.  Sterile  equipment  was  used  to  insert  the  device. 
The  strings  were  left  as  long  as  possible  to  allow  for  adjust- 
ment during  uterine  involution.  Records  of  the  79  patients 
were  reexamined  in  February  of  1970,  allowing  for  a follow- 
up of  as  much  as  three  years  for  some  patients.  Altogether, 
1,671  woman-months  or  139  woman-years  of  exposure  were 
accounted  for  in  the  study. 

Results 

Patients  Lost  to  Follow-Up.  Loss  of  22  patients 
(28  percent)  occurred  over  the  three-year  period.  Five 
patients  (7  percent)  dropped  out  during  the  first  year, 
seven  patients  (9  percent)  in  the  second  year,  and  10  in 
the  third  year  (13  percent).  Three  of  the  patients  who 
were  lost  to  observation  during  the  first  year  had  not 
returned  for  a postpartum  visit. 

Expulsion  Rate.  The  expulsion  rate  was  higher 
among  the  patients  at  the  start  of  the  study.  During 
that  time  ergotrate  (0.2  mgm  t.i.d.  x 3 days)  was  being 
given  after  the  loop  insertion.  Of  the  first  23  patients 

so  treated,  9 (39  percent)  expelled  the  loops  within 
the  first  week.  By  the  end  of  the  first  month,  the 
number  of  expulsions  had  increased  to  16  (70  per- 
cent). 

The  remaining  56  patients  were  not  given  ergotrate. 
Twenty-three  (41  percent)  women  expelled  the  loops. 
One  expulsion  occurred  during  the  first  week,  an  ad- 
ditional 13  during  the  first  month,  and  the  remaining 
10  during  the  subsequent  period  of  observation.  The 
last  primary  expulsion  occurred  after  two  years’  use. 

When  both  the  ergotrate-treated  and  the  nonergo- 
trate-treated  patients  were  considered,  a total  of  39 
(49  percent)  had  had  expulsions;  of  this  group,  nine 
patients  had  two  expulsions  and  two  patients  had  three 
expulsions. 

Reinsertions.  Of  the  39  patients  who  expelled  the 
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loops,  35  (90  percent)  had  had  reinsertions  on  one 
or  more  occasions.  Four  patients  (10  percent)  refused 
reinsertion. 

Pregnancies.  Pregnancy  occurred  in  four  patients 
(5  percent).  In  one  instance,  the  loop  was  found  in  the 
cervix  at  six  months’  gestation.  The  corrected  preg- 
nancy rate  was  1.26  percent  during  the  first  year 
(1/60),  3.33  percent  (2/60)  during  the  second  year 
(two  patients),  and  2.38  percent  (1/42)  during  the  third 
year.  The  four  patients  were  delivered  of  normal  term 
infants. 

Complications.  In  one  patient  the  loop  was  removed 
after  four  and  one-half  months  because  of  excessive 
bleeding.  In  two  patients  who  had  worn  the  loop  more 
than  three  years,  pelvic  inflammation  was  severe  enough 
for  the  examining  physician  to  recommend  removal  of 
the  loop. 

One  patient  had  a class  4 Papanicolaou  smear.  She 
had  not  had  prenatal  care;  the  loop  had  been  inserted 
before  discharge  from  the  hospital.  The  loop  was  re- 
moved at  the  time  of  cone  biopsy  which  revealed 
carcinoma  in  situ. 

Fatal  carcinoma  of  the  ovary  occurred  in  one  of 
the  patients  who  had  worn  a loop  for  three  years. 

Known  uterine  perforations  did  not  take  place 
among  the  79  patients.  Thirteen  patients  requested 
loop  removal  after  periods  of  use  ranging  from  two 
months  to  three  years.  Two  patients  gave  as  the  reason 
for  the  request  abdominal  pain;  two  because  of  irregu- 
lar menses;  one  wanted  surgical  sterilization;  one  de- 
sired pregnancy;  one  had  back  pain;  one  preferred 
to  use  oral  contraceptives;  and  one  patient  had  recur- 
rent cystitis.  Three  patients  did  not  give  a reason  for 
the  request. 

Overall  Patient  Use.  Of  the  79  patients  in  the 
series,  60 . (76  percent)  used  the  lUD  for  at  least 
one  year;  42  (53  percent)  for  two  years;  and  29 
(37  percent)  for  three  or  more  years  (See  accompa- 
nying Table). 

OVERALL  PATIENT  USE 


Cases 

Percent 

First  insertion 

79 

100 

F irst  expulsion 

39 

49 

Reinsertion  of  loop 

35 

44.3 

Expulsion  of  reinserted  loop 

11 

13.9 

Loop  removal 

17 

21.5 

More  than  one  year  of  wear 

60 

76 

More  than  two  years  of  wear 

42 

53 

More  than  three  years  of  wear 

29 

37 

Postpartum  Insertion  of  Lippes  Loop 


Discussion 

The  expulsion  rate  of  49  percent  as  observed  in  the 
early  part  of  the  series  represented  the  major  problem. 
This  high  initial  rate  affected  the  final  expulsion  rate. 
Undoubtedly,  the  ergotrate  administered  to  the  patients 
influenced  this  figure.  Other  factors  tending  to  increase 
the  puerperal  expulsion  rates  are:  the  increased  area 
of  the  uterine  cavity;  theirincreased  contractability  of 
the  myometrium  during  involution;  and  the  patulous 
cervix.  For  those  reasons,  it  is  advisable  to  delay 
insertion  as  late  in  the  postpartum  period  as  feasible, 
fitber  series  of  puerperal  loop  insertions  have  reported 
expulsion  rates  varying  from  16  percent  to  54  percent 
(2,  3,  4,  7,  10,  12,  15).  Those  studies  did  not  use  the 
same  loop  type  or  experimental  protocol.  Agreement 
is  general  that  the  rate  of  expulsion  is  higher  in  puerperal 
than  nonpuerperal  patients. 

Despite  the  high  expulsion  rate,  patient  acceptance 
of  the  method  was  satisfactory:  75  patients  (94.9 
percent)  either  retained  the  loops  or  had  a second  in- 
sertion. Three  out  of  four  (76  percent)  used  the  method 
for  at  least  one  year.  Some  of  the  women  lost  to  follow- 
up (28  percent  in  three  years)  may  have  still  been  using 
the  method,  although  they  failed  to  return  for  reexami- 
nation. Unless  they  moved  away  from  the  community 
where  ours  was  the  only  facility,  any  severe  problem 
or  subsequent  pregnancy  would  have  brought  those 
patients  to  our  attention. 

The  absence  of  significant  infection  is  interesting. 
Willson  (13)  has  suggested  that  the  rate  of  infection  is 
related  more  to  the  socio-economic  group  than  to  the 
device.  Most  of  our  patients  were  in  low  economic  and 
social  strata,  but  the  personal  experience  of  two  of  us 
(K.  H.  and  L.  K.)  suggests  that  “pelvic  inflammatory 
disease”  in  the  accepted  sense  of  urban  United  States 
rarely  occurs  to  the  Puerto  Rican  female  in  her  home 
environment.  Mishell  and  his  co-workers  (9)  suggest 
that  contamination  of  the  endometrial  cavity  takes 
place  by  way  of  the  endocervical  canal  at  the  time  of 
insertion.  They  obtained  positive  cultures  transfundally 
from  uteri  in  which  the  lUCD  had  been  inserted  within 
the  preceding  24  hours.  With  the  passage  of  time, 
the  incidence  of  positive  cultures  diminished  to  zero, 
so  that  one  month  after  insertion,  the  cavities  were 
sterile.  Studies  of  the  bacterial  flora  of  the  endocervical 
canal  from  our  own  clinic  (5)  attest  to  the  wide  variety 
of  pathogens  harbored  there.  It  is  reasonable  to  believe 
that  the  endocervix  rather  than  the  coil  is  causative  in 
these  infections. 

Only  one  patient  in  the  series  had  an  abnormal 
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Papanirolaou  smear  requiring  further  diagnostic  explora- 
tion. Since  she  had  not  had  prenatal  care,  the  patient 
may  have  been  harboring  abnormal  cells  for  a significant 
interval  before  coming  into  the  study.  Ayre’s  (1)  sug- 
gestion that  the  devices  might  cause  neoplastic  changes 
in  the  cervical  epithelium  has  not  been  accepted.  The 
trend,  indeed,  may  be  either  toward  or  away  from 
benign  atvpia  or  bvpernlasia  class  1 to  class  2 or  class 
2 to  class  1 (8). 

Perforation  was  not  a complication;  thus  we  cannot 
agree  with  Willson  s suggestion  (13)  that  the  incidence 
of  perforation  is  higher  during  the  post-delivery  weeks. 

The  attitudes  of  the  10  physicians  who  treated  the 
patients  in  the  present  study  varied  over  the  four-year 
span.  Some  were  enthusiastic,  others  cooperative;  one 
was  antagonistic.  Attitudes  of  the  attending  physicians 
may  have  influenced  the  treatment  prescribed  when 
complications  ensued. 

Summary 

In  an  isolated  Puerto  Rican  community,  79  women 
had  Lippes  “D”  loops  inserted  before  discharge  from  the 
hospital  after  delivery.  Of  those  women,  76  percent 
were  still  using  this  method  of  contraception  success- 
fully one  year  later.  The  rate  declined  to  53  percent 
at  the  end  of  two  years,  and  37  percent  at  the  end 
of  three  years,  representing  1,671  woman-months  or 
139  woman-years  of  use.  At  least  one  expulsion 
following  postpartum  insertion  took  place  in  49  per- 
cent; however,  about  half  of  those  patients  had  re- 
ceived ergotrate  after  insertion  of  the  loop.  The 
compounded  pregnancy  rate  with  the  loop  in  situ  was 
5 percent  for  three  years.  Other  complications  were 
minimal.  The  presence  of  the  device  at  a time  of 
high  contraceptive  motivation  may  have  stimulated 
the  patient’s  continuing  follow-up. 
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MENTAL  RETARDATION  DUE  TO 
INBORN  ERRORS  OF  AMINO  ACID 
METABOLISM  IN  PUERTO  RICO 

Results  of  a Screening  Test  and  a 
Review  of  Other  Documented  Cases 
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Around  the  turn  of  the  century,  Garrod  began  his 
studies  on  alcaptonuria.  He  observed,  as  others 
had  before  him,  that  patients  with  this  disease  excreted 
large  amounts  of  homogentisic  acid  in  their  urine,  while 
normals  excreted  none  of  this  substance.  He  also  noted 
a familial  distribution  and  a high  incidence  of  consangui- 
neous marriages  in  the  parents  of  the  patients.  From 
these  observations  on  alcaptonuria  and  other  diseases, 
namely  albinism,  cystinuria  and  pentosuria,  he  theorized 
that  hereditary  diseases  arose  because  of  a lack  or  a 
defect  of  an  enzyme  governing  a metabolic  step.  He 
also  introduced  the  term  “inborn  errors  of  metabolism” 
(!)• 

In  1934  the  Norwegian  physician  and  biochemist 
Foiling  described  ten  patients  including  sibs  who 
excreted  phenylpyruvic  acid  in  their  urine  and  were 
mentally  retarded.  He  suggested  that  the  disease  was 
an  inherited  disorder  of  phenylalanine  metabolism  (2). 
Jervis  later  demonstrated  that  this  condition  was  inheri- 
ted through  a single  recessive  gene  and  in  1953  showed 
that  the  metabolic  error  was  the  inability  of  the  liver 
to  oxidize  phenylalanine  by  means  of  the  enzyme 
phenylalanine  hydroxylase  (3). 

In  these  early  years  and  up  to  the  mid  1950’s  it 
was  thought  that  the  diagnosis  of  inborn  errors  of 
metabolism  was  only  of  academic  interest  but  of  no 
value  to  the  practicing  pediatrician,  because  there  was 
little  that  could  be  done  to  treat  these  diseases.  How- 
ever, this  point  of  view  was  revised  when  dietary  therapy 
was  developed  for  some  of  these  diseases.  This  treat- 
ment could  prevent  retardation  or  death,  if  started 
early  enough  in  life.  Also  these  inborn  errors  of  metabo- 
lism were  thought  to  be  extremely  rare.  However,  mass 
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screening  tests  in  the  United  States  and  other  countries 
have  shown  that  the  incidence  of  one  of  these  diseases, 
phenylketonuria  (PKU)  is  about  one  in  1(),()()()  births. 
As  a result,  the  majority  of  the  states  in  the  United 
States  retpiire  screening  of  all  newborn  babies  for  PKU. 

It  has  been  reported  that  here  in  Puerto  Rico  a 
screening  program  for  PKU  was  run  on  about  6,000 
infants  and  older  children  (4).  Using  first  the  Fe  CI3 
test,  then  the  Phenestix  test,  and  finally  the  Guthrie 
test,  no  cases  of  PKU  were  uncovered. 

In  1966  the  Center  for  Retarded  Children  of  the 
Department  of  Health,  Commonwealth  of  Puerto  Rico 
and  the  Nuclear  Medicine  Service,  Veterans  Administra- 
tion Hospital,  began  a joint  project  to  screen  selected 
samples  of  the  population  of  the  center  for  inborn  errors 
of  amino  acid  metabolism.  At  the  time  it  was  realized 
that  any  of  the  children  found  to  have  inborn  errors 
of  metabolism  would  probably  be  too  old  for  effective 
treatment.  However  the  clinic  would  be  alerted  and 
prepared  to  test  shortly  after  birth  any  future  children 
of  the  parents  of  these  patients.  It  was  also  hoped 
that  perhaps  interest  would  develop  in  a screening  pro- 
gram of  newborn  children  for  these  diseases. 

The  procedure  used  is  as  follows:  Where  possible, 
24  hour  urine  samples  were  collected  and  aliquots 
sent  to  the  Nuclear  Medicine  Lab  of  the  Veterans 
Administration  Hospital  for  color  tests  and  chromato- 
graphy. The  color  tests  included  the  Fe  CI3  test 
and  the  cyanide-nitroprusside  test.  Next  an  aliquot 
of  urine  based  on  a creatinine  content  of  10  micrograms 
was  spotted  on  filter  paper  sheets,  and  an  amino  acid 
pattern  obtained,  using  butanol,  acetic  acid  and  water 
(12:3:5)  as  the  developing  solvent.  The  chromato- 
gram was  stained  with  ninhydrin  and  isatin.  If  the 
screening  tests  indicated  an  abnormality,  a fresh  24 
hour  urine  sample  or  a fasting  plasma  sample  was 
obtained,  and  the  amino  acid  content  quantitated 
using  the  amino  acid  analyzer. 

During  the  course  of  the  project  about  2,500 
samples  were  screened.  Among  these,  two  cases  of 
phenylketonuria  (PKU)  were  detected  and  confirmed. 
The  disease  is  an  inborn  error  of  amino  acid  metabolism 
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caused  by  a deficiency  of  the  liver  enzyme  phenylala- 
nine hydroxylase,  which  catalyzes  the  hydroxylation 
of  phenylalanine  to  tyrosine,  and  is  characterized  by 
high  serum  levels  of  phenylalanine,  high  levels  of  phe- 
nylpynivic  acid  in  the  urine,  and  severe  mental  retar- 
dation in  most  cases.  Since  the  initial  report  by  Foiling 
in  1934,  more  than  1,000  cases  have  been  reported 
throughout  the  world,  making  PKU  one  of  the  most 
common  of  the  inborn  errors  of  amino  acid  metabolism 
causing  retardation. 

During  the  course  of  the  screening  program,  a ran- 
dom urine  was  received,  which  when  chromatogram- 
med  and  stained  demonstrated  a ninhydrin  positive 
substance  at  the  approximate  r.f.  for  phenylalanine. 
The  ferric  chloride  test  was  also  positive.  The  urine 
specimen  had  been  obtained  from  a 12  year  old  se- 
verely retarded  girl.  Next  a fasting  serum  sample 
was  analyzed  for  amino  acid  content  using  the  amino 
acid  analyzer.  This  instrument  is  capable  of  separat- 
ing serum  into  its  component  amino  acids  and  quan- 
titating them.  The  phenylalanine  level  of  the  serum 
was  21.5  mg/100  ml.  This  is  about  ten  times  the 
normal  level.  (A  fasting  phenylalanine  level  of  1.1 
mg  percent  was  obtained  using  the  serum  of  a normal 
girl  of  approximately  the  same  age.) 

This  PKU  case  had  been  evaluated  at  age  12.  Her 
social  age  was  one  year.  Her  social  quotient  was  less 
than  20.  She  is  profoundly  retarded.  A physical 
examination  showed  a well  nourished  girl  of  approxima- 
tely normal  height  and  weight  with  light  brown  hair  and 
eyes.  Her  behavior  is  characterized  as  hyperactive.  Neu- 
rological examination  showed  hyperactive  deep  tendon 
retlexes  and  a poor  gag  reflex.  An  electroencephalogram, 
showed  abnormalities  suggestive  of  an  organic  brain 
disorder  including  fast  dysrhythmia  S2  and  an  epilep- 
tiform pattern. 

Next,  fasting  phenylalanine  levels  were  performed 
on  the  family,  and  they  were  found  to  be  within  nor- 
mal limits.  Heterozygosity  was  determined  by  deter- 
mining the  molar  ratios  of  phenylalanine  to  tyrosine 
using  the  amino  acid  analyzer.  It  was  found  that  the 
parents,  both  brothers  and  one  of  the  two  sisters  were 
heterozygous  for  the  trait.  Finally  to  complete  the 
study  loading  tests  were  done  on  the  parents.  This  case 
has  been  reported  already  (5). 

A few  months  later  a second  case  of  phenylketonuria 
was  detected  and  confirmed  in  a six  year  old  boy.  His 
fasting  senirn  phenylalanine  level  was  determined  to  be 
22  mg/ 100  ml. 

Another  reference  to  PKU  in  a Puerto  Rican  child 
is  to  he  found  in  a paper  by  Dr.  Mary  Efron.  The 


following  quote  appears:  “We  confirmed  a case  of 
phenylketonuria  in  Puerto  Rico,  and  we  receive  many 
samples  from  Singapore  Lebanon,  etc.”  (6). 

Besides  these  three  cases  of  phenylketonuria,  maple 
syrup  urine  disease,  Wilson’s  disease  and  homocystinu- 
ria  occurring  in  Puerto  Ricans  has  been  uncovered  or  re- 
ported upon. 

In  1962,  a case  of  histidinemia  in  a Puerto  Rican 
child  was  reported  upon  by  Andrews,  Crosby  and  Angel 
(7).  Histidinemia  is  caused  by  an  absence  of  activity 
of  the  enzyme  histidase  or  histidine  animonia  lyase 
which  deaminates  histidine  to  urocanic  acid.  The 
urine  of  children  with  this  disease  will  give  a stable 
blue  green  color  with  ferric  chloride  due  to  imida- 
zole pymvic  acid,  and  the  blood  and  urine  contain 
considerable  amounts  of  histidine.  Another  symptom 
is  speech  retardation.  Mental  retardation  may  be  mild 
to  moderately  severe. 

The  patient  was  referred  to  Dr.  Andrews  in  1962 
because  of  a speech  problem  and  possible  retardation. 
The  Phenestix  test  was  positive,  but  plasma  phenylala- 
nine levels  were  less  than  2 mg  percent.  Chromato- 
graphy of  the  blood  and  urine  showed  an  excess  of 
histidine  in  both  fluids.  Development  of  urine  chroma- 
tograms using  Pauly’s  reagent  demonstrated  the  presence 
of  histidine  and  histidine  derivatives,  such  as  imidazole 
pyruvic  and  imidazole  acetic  acid.  However  the  main 
metabolic  produce  of  histidine,  urocanic  acid  was 
aKsent.  The  mother’s  urine  contained  urocanic  acid. 
Loading  tests  were  also  performed  and  elevated  levels 
of  histidine  in  the  blood  and  urine  of  the  subject  were 
observed. 

Also  in  1962  a case  of  maple  syrup  urine  disease 
was  uncovered  by  Drs.  Jiménez,  Sifón  tes  and  Sán- 
chez-Longo  of  the  University  of  Puerto  Rico  School 
of  Medicine  (8).  An  eight  day  old  child  was  admitted 
to  the  hospital  with  absent  sucking  and  Moro  reflexes, 
typical  clinical  findings  in  MSUD.  Also  the  urine 
had  the  typical  sweet  odor  characteristic  of  this  me- 
tabolic disorder.  The  diagnosis  was  confirmed  by  thin 
layer  chromatography  of  the  urine,  and  which  showed 
elevated  levels  of  leucine  and  valine.  In  this  disease, 
the  block  is  in  the  oxidative  decarboxylation  step 
of  the  keto  acids  formed  by  transamination  of  the 
branched  chain  amino  acids. 

Wilson’s  disease  is  an  inherited  disease  which  is  due 
to  a deficiency  of  ceruloplasmin,  the  copper  binding 
protein  found  in  the  0:2  globulinin  fraction  of  the 
blood  senim.  It  is  not  strictly  an  inborn  error  of 
amino  acid  metabolism,  but  one  of  the  clinical  features 
is  a generalized  amino-aciduria  due  to  an  impairment 
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oí  renal  tubular  reabsorption.  Ibis  aminoaciduria 
appears  during  ibe  intermediate  stages  of  the  disease. 

In  1966  a Puerto  Rican  soldier,  aged  20,  was  trans- 
ferred from  Walter  Reed  Army  Hospital  to  tbe  Veterans 
Administration  Hospital  with  a confirmed  diagnosis  of 
Wilson  s disease,  based  on  tbe  following  parameters: 
The  observation  of  Kayser-Fleisher  rings  in  the  eye,  a 
weight  loss  of  40  lbs.,  loss  of  motor  function,  and  a low 
ceruloplasmin  level  (0.1/mg  percent).  Tbe  patient 
had  also  lost  his  power  of  speech,  and  drooled  conli- 
nuallv.  It  is  interesting  to  note  that  tbe  patient  re- 
turned to  tbe  Veterans  Administration  Hospital  during 
tbe  summer  of  1970  after  an  absence  of  more  than 
three  years.  Although  he  had  had  little  treatment  during 
his  absence,  his  speech,  although  slurred  and  almost 
incomprehensible  had  returned  and  he  no  longer  sali- 
vates. However,  his  motor  coordination  had  deterio- 
rated. 

Another  inborn  error  of  metabolism  which  has  been 
uncovered  in  Puerto  Rico  is  hornocystinuria.  This 
disease  is  caused  by  a deficiency  of  the  enzyme  cysta- 
thionine synthetase  and  large  amounts  of  homocystine 
are  found  in  the  urine.  This  case  was  diagnosed  by  Dr. 
Norma  Miranda  of  the  Pediatrics  Department  of  the 
University  Hospital  on  the  basis  of  a positive  cyanide  - 
nitroprusside  test  and  clinical  findings  which  included 
mental  retardation,  dislocated  lenses,  fine  fair  hair,  and 
skeletal  abnormalities  (8).  Loading  tests  were  perfor- 
med in  the  Nuclear  Medicine  Laboratory.  An  oral 
load  of  methionine  was  given,  and  the  child  demons- 
trated a delayed  clearance  of  methionine  from  the 
blood  stream,  and  the  presence  of  liomocystine  in  the 
blood  and  urine.  An  oral  load  of  methionine  adminis- 
tered to  the  mother  showed  that  she  cleared  methio- 
nine in  a normal  manner.  No  homocystine  was  found 


in  the  blood  or  urine  of  the  mother. 

In  the  past  it  was  thought  that  mental  retardation 
due  to  itd)orn  errors  of  metabolism  did  not  exist  in 
Puerto  Rico,  hut  these  seven  cases  prove  this  theory 
to  h«‘  in  error.  I believe  that  more  cases  could  he 
uncovered  by  looking  for  them  among  our  retarded 
population.  Hnl  what  is  mor*'  important  is  that  these 
cases  show  that  Puerto  Rico  should  inaugurate  a [)ro- 
gram  to  screen  all  newborn  children  to  obtain  a timely 
diagnosis  of  inborn  errors  of  metabolism,  so  that  ef- 
fective treatment  may  he  given  where  applicable. 
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From  the  American  Hospital  Association  — News: 

CHICAGO  — The  new  standards  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  contain  a preamble  that  could 
be  called  “the  patient’s  bill  of  rights,”  syas  John  H.  Porter- 
field, HI,  M.  n.,  director  of  the  JCAH,  in  an  exclusive 
interview  in  the  July  1 issue  of  Hospitals,  Journal  of  the 
American  Hospital  Association. 

The  new  accreditation  standards,  which  go  into  effect 
July  1,  are  explicit  about  the  propriety  of  taking  care  of 
tlie  patient,  the  patient’s  right  to  physical  privacy,  and  his 
right  not  to  be  used  for  teaching  or  research  purposes  except 
with  his  consent. 

They  state  that  tlie  patient  has  a right  to  know  what  is 
being  done  to  him,  why  it  is  being  done,  and  who  is  respon- 
sible for  his  case.  It  is  stipulated  that  no  one  should  be 
refused  care  because  of  his  race,  creed,  color,  or  national 
origin,  or  because  of  the  source  of  payment  of  his  bill. 

Asked  whether  tlie  patient  — the  consumer  of  health 
care  — can  influence  a hospital  accreditation.  Dr.  Porter- 
field replied  that  the  patient  has  a substantial  contribution 
to  make  in  the  fonnulation  of  practices  and  procedures  that 
are  acceptable  to  him. 

Under  the  new  standards,  he  explained,  JCAH  will  accept 
information  from  the  general  public  that  influences  the  ac- 
creditation survey.  “We  will  examine  their  evidence,  see 
if  it’s  pertinent  to  the  standards,  and  see  if  we  can  validate 
it  or  not,”  he  said. 

“We’ve  found  that  the  information  consumers  provide 
often  isn’t  pertinent  to  the  standards,”  he  continued.  “Com- 
plaints of  poor  treatment  or  other  misadventures  aren’t  in 
themselves  significant  unless  they  recur  so  frequently  as  to 
suggest  that  the  hospital  has  no  co  rol  for  the  prevention 
of  such  things.” 

In  discussing  consumer  involvement  in  hospital  accredita- 
tion, Dr.  Porterfield  tried  to  correct  a misconception  shared 
by  many:  accreditation  doesn’t  guarantee  that  quality  of 

care  given  will  be  excellent  ^ just  guarantees  there  is  nothing 
to  prevent  good  medical  care  in  the  hospital. 

CHICAGO  — The  cost  of  providing  care  for  one  hospital 
patient  for  one  day  in  1970  was  $81.01,  the  American  Hos- 
pital Association  reported  today.  This  represents  a 15.7 
percent  increase  over  1969. 


From  the  American  Academy  of  Pediatrics  — News  Release 
EVANSTON,  ILL.  — Produets  containing  hexachlorophene 


which  are  intended  for  oral  use,  such  as  certain  toothpastes 
or  throat  lozenges,  may  be  poisonous  to  children,  and  parents 
should  therefore  not  allow  their  children  to  use  such  products. 

This  warning  was  sounded  by  the  American  Academy  of 
Pediatrics  in  the  AAP’s  current  ( May  15)  Newsletter. 

In  a statement  prepared  by  the  AAP’s  Committee  on  En- 
vironmental Hazards,  the  Academy  pointed  out  that  some 
produets  intended  for  oral  use  contain  hexachlorophene,  a 
chlorinated  hydrocarbon  tliat  in  substantial  dosage  is  poi- 
sonous in  rats  and  has  caused  the  death  of  a toddler  who 
ingested  a few  ounces  of  a three  percent  solution. 


From  the  American  Medical  Association  — News  Release: 

CHICAGO  — The  American  Medical  Association  honored 
six  high  school  students  at  the  Health  Awards  Banquet,  part 
of  the  22nd  International  Science  and  Engineering  Fair  held 
in  Kansas  City,  Mo.,  May  9-14. 

The  first  place  winners  were  Barbara  Solee  of  Jamestown, 
North  Dakota  for  her  exhibit  describing  the  “Effect  of  Noise 
on  Hamster  Behaviour  Patterns”  and  Thomas  W.  Wakefield 
of  Toledo,  Ohio,  whose  project  demonstrated  tlie  route  of 
“Blood  Supply  to  the  Sinu-Atrial  Node  (Pacemaker)  in  normal 
human  hearts. 

Miss  Solee  and  Mr.  Wakefield  will  be  guests  of  the  AMA 
at  its  annual  convention  in  Atlantic  City,  June  20-24,  where 
they  will  display  their  exhibits  and  be  introduced  to  the  House 
of  Delegates. 

The  four  young  scientists  winning  the  AMA’s  Award  of 
Merit  were  Donna  Lynne  Conn,  Memphis,  Tennessee,  “Tobacco 
Smoke  vs.  ATP  Synthesis!!;  William  T.  Wilson,  San  Juan,  Puerto 
Rico,  “Sand  Filtration  of  Schistosomiasis  Larva”;  Deborah 
Kay  Heebner,  Turbotville,  Pa.,  “Extinction  by  Psychotherapy 
of  a Learned  Neurosis  in  Mice”  and  Kevin  M.  Cawley,  Carroll, 
Iowa,  “Flurocarbon:  Liquid  Breathing,  Artificial  Blood”. 


A course  in  cardiovascular  diseases  will  be  given  that 
includes  lectures  and  patient  demonstrations:  Dates  - January 
3 through  January  28,  1972;  Place  - Loma  Linda  University, 
School  of  Medicine,  Loma  Linda,  California;  English  a requisite; 
By  application. 

Write  to:  Thomas  E.  Godfrey,  MD,  Director,  Continuing 
Medical  Education,  Loma  Linda  University,  School  of  Medicine, 
Loma  Linda,  California  92354,  U.  S.  A. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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flrtien  lower 
vl  symptoms 
lemand 
1 potent 
synthetic 
intispasmodic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinui®  Forte  (2  mg.  giycopyrrolate).  It 
provides  prompt,  pronounced,  proionged 
suppression  of  hypermotiiity,  making  it  a 
highiy  effective  agent  in  functional  bowel 
distress,  as  weil  as  in  spastic  and  irritabie 
colon.  Robinui  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
giycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinurzmg. 

FOI*tC  (giycopyrrolate) 


■ ■ NDICATIONS  Robinui  Forte  (giycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  giycopyrrolate.  They  are  primarily 
iiicated  for  patients  who  are  iess  responsive  to  antichoiinergic  therapy  and  for  control  of  the  more  prominent  symptomatoiogy  associated  with 

.ate  episodes  of  gastrointestinal  disorders.  Emphasis  shouid  be  on  totai  management,  with  due  consideration  of  the  various  therapeutic  modalities 
a ilable,  inciuding  diet,  antacids,  antichoiinergic  agents,  sedatives,  and  attention  to  emotionai  probiems.  Accordingly,  giycopyrrolate  is  recom- 
nided  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
[(¡gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
P creatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 

■ drome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
J Í be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
^ , prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
fie  (giycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
9 Jcoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 > 32  nig.  of  giycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 

iB'red  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
1Q3S  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
Ji  s,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinui  Forte  (giycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
|‘£et  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
j Pent’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
ihJired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinui  Forte  (giycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
^1/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (giycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
p Bts  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


/i-u-nncMc 


The  all-day  all- 
night  summer  cold 
and  allergy  pill. 


Novahistine  LP  can  give  your  patients  the  convenience  of  twice-a-day  dosage— morning  and 
bedtime— along  with  prompt  relief  from  the  symptoms  of  allergic  rhinitis,  hay  fever  or  summer 
colds.  Thej^e  continuous-release  tablets  contain  a vasoconstrictor-antihistamine  formulation 
that  goes  to  work  rapidly  and  lasts  for  hours.  Even  when  nasal  congestion  is  the  result  of 
repeated  allergic  episodes,  patients  can  usually  enjoy  around-the-clock  relief.  Use  with 
caution  in  patients  with  severe  hypertension,  diabetes  1 • j*  n 

mellitus,  hyperthyroidism  or  urinary  retention.  Caution  |1 1 1 Ij  ^ 

ambulatory  patients  that  drowsiness  may  result. 

IjX  ( 


THE  DOW  CHEMICAL  COMPAMY,  Rx  Pharmaceuticals,  Indianapolis 


decongestant 


(Each  tablet  contains  25  mq.  of  phenylephrine  hydro- 
chloride and  4 mo.  of  chlorpheniramine  malcale.) 


P.$.  AAMA  bylaws  provide  that  the 
asaoclatlort,  “Is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has:- 

• Established  and  conducted  a certification  program  as  an  incen-  ' 
tive  to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 

need  the  co-operation  of  many  more  physicians. 

« 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

- American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  Information  to: 

Name  

Business  Address Phone 

(Stréet) 

City State Zip | 

Member  of  county  medical  society:  Yes No i 

County I 

Name  of  Assistants:  Address:  | 

! 


Clip  and  mail  to: 

American  Association  of  Msdicsi  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 


Cuando  comen  lo  que  les  gusta 
y no  loque  deben... 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Uncap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 


Cada  tableta  contiene: 

Vitamina  A 

Vitamina  D 

Mononitrato  de  Tiamina  (B-1)  

Riboflavina  (B-2)  

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio) 

Niacinamida  

Clorhidrato  de  Piridoxina  (B-6) 

Pantotenato  de  Calcio  

Cobalamina  (B-12)  (como  concentrado  de  cobalamina) 

Vitamina  E 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  

Yodo  (como  yoduro  de  p>otasio)  

Calcio  (como  carbonato)  

Cobre  (como  sulfato)  

Manganeso  (como  sulfato)  

Magnesio  (como  sulfato)  

Potasio  (como  sulfato)  


1.5  mg. 
10  mcg. 
10  mg. 
10  mg. 

300  mg. 

100  mg. 

2 mg. 

20  mg. 

20  mg. 

30  Unidades  Internacionales 

10  mg. 

0.15  mg. 

50  mg. 

1 mg. 

1 mg. 

6 mg. 

5 mg. 


Posología;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 
Presentación;  Frascos  de  30  y 90 


Upjohn 
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anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  ir 
patients  receiving  the  drug  and  oral  anti 
coagulants;  causal  relationship  has  no 
been  established  clinically. 

Adverse  Reactions:  Drowsiness 
ataxia  and  confusion  may  occur,  espe 
cially  in  the  elderly  and  debilitated.  Thesi 
are  reversible  in  most  instances  by  prope 
dosage  adjustment,  but  are  also  occasion 
ally  observed  at  the  lower  dosage  range; 
In  a few  instances,  syncope  has  been  rc 
ported.  Also  encountered  are  isolated  ir 
stances  of  skin  eruptions,  edema,  mine 
menstrual  irregularities,  nausea  and  cor 
stipation,  extrapyramidal  symptoms,  ir 
creased  and  decreased  libido— all  infrt 
quent  and  generally  controlled  with  do 
age  reduction,-  changes  in  EEG  patterr 
(low-voltage  fast  activity)  may  appec 
during  and  after  treatment;  blood  dyscrc 
sias  (including  agranulocytosis),  jaundic 
and  hepatic  dysfunction  have  been  r 
ported  occasionally,  making  period 
blood  counts  and  liver  function  tests  ai 
visable  during  protracted  therapy.  ■ 


Roche  Laboratories 
Division  of  Hoffmann-La  Roche 
Nutley,  N J 07110 
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A STUDY  OF  LYMPH  NODE  AND  TUMOR  IMPRINTS  AND  ASPIRATIONS 188 


Enrique  Velez  Garcia,  MD,  Jean  Pradera,  BS,  MT,  Antonio  J.  Grillo,  MD,  Juan  Velázquez,  MD  and  Norman  Maldonado,  MD 
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Proved  electro-wjecn^ly: 
fA  single  30-mg  dose  nighdy 
helps  insomniaes  fall  asleep, 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  '' 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


1 


Thu. 

In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  orpoorsleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


A.  Cvü.-íivVAY 

LIBRARY,  OF  MEDiCIN^efore  prescribing,  please  consult  complete 
pnCTHM  Product  Information,  a summary  of  which 

follows: 

1 Novwn  Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
_ administration  is  generally  not  necessary 

or  recommended. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  ai:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
eta!.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,"  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need  ^roche 


Newf^  1 

Dalmane 

(flurazepam  hydrochloride] 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc 

Nutley.  New  Jersey  07110 


Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  tor  enemaphobia 
It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents’', 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  ot  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  mayalso  be  particularly  helptui  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 
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Simple  (3  parts) 
high-output 
recirculating 
nebulizer. 


Streamlined  design 
for  easier  cleaning 
and  full  drug 
utilization. 
Adjustable  needle 
valve  control  built 
into  bedside  stand 
so  patient  can 
regulate  delivery 
pressure  when  unit 
is  pipeline 
connected. 
Oil-free  compressor 
witt)  room  air  filter 
and  disposable 
patient  air  filter  and 
built-in  adjustable 
pressure  gauge. 


Newjmproved 
True  IPPB  Device* 
for  ventilation  and  simpler* 
yet  more  effective  delivery 
of  therapeutic  aerosol 
in  hospital  or  home.  ^ 

tiand-E-venfl 

from  Ohio 

Connects  to  pipeline,  cylinder,  or  compressor. 
*Not  a powered  nebulizer. 


ror  complete  aeiaiis  asK  lor  catalog  9879. 
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HATO  REY 
765-7445 


Ave.  Central  cruce 
Carr.  Guaynabo 

GUAYNABO 

783-4515 


Cond.  Los  Flamboyanes 
Ave.  65  Infantería 

RIO  PIEDRAS 
765-7445 


Calle  Barbosa  No.  11 

BAYAMON 

785-6090 


Cane  Jaspe  No.  21 
Centro  Com,  Villa  Blanca 

CAGUAS 

743-6595 


Ave.  Muñoz  Rivera 
esq.  Ave.  Expreso 

PONCE 

843-0425 


Ave.  Miramar  No.  529 

ARECIBO 

878-2460 


Maalox-protected  aspirin 


Reduces  the  risk  of  gastric  distress  from  aspirin,  especially  when 
high  doses  are  used,  as  in  arthritis.  And  Ascriptin'  is  advertised 
only  to  you... not  to  your  patient. 


O 

RO^ER 
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william  H.  RORER.  INC.  Fon  Washington,  Pa.  19034 


Carnation  Evaporated 
Milk.  Baby's  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on.  . , 


CARNATION®  EVAPORATED  MILK,  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  thefuture 
of  the  cancer  patient— 
with  the  Qua//Yy  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 

Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 


Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
theQiva//Yy  of  survival. 
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Call  it  whatyouwilUt 
maybe  premalignant. 


Before 

3/29/67  Before  therapywith  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Laboratories 

ROCHE  X Division  of  Hoffmann-La  Roche  Inc. 
^ / Nutley,  N.J.  07110 


ünd  E/f ud6X'(fluotx)uracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’* 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses,^’'*  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks.s  Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  signiflcant  numbers  of  lesions  recurred.^ 

Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
|cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
'probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil  — especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
¡is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
¡inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Gruñe  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 

• “Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 

• Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
P.  92.  3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97'.  14,  1968. 

:5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
[Klein,  E.:  Cancer,  25:450,  1970. 
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Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocjrtosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mldrop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in"^  vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o> 
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Efudex 


(fluorouracil) 

cream/solution 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 

ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the  > 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly  > | 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to  I 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg.  i 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroinlestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skm— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  /Sidney— dose-related  rise  in 
BUN.  Hypersensitivity  reac//o;ir— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeih- 
yellow-brown  staining;  enamel  hypoplasia. 
B/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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A STUDY  OF  LYMPH  NODE  AND  TUMOR 
IMPRINTS  AND  ASPIRATIONS 


Lymph  node  and  tumor  smears  and  imprints  have 
been  used  for  many  years  hy  cellular  pathologists 
in  their  study  of  biopsy  material  obtained  prior  to  de- 
finite fixation  in  formaldehyde  or  an  equivalent  solu- 
tion. Recent  advances  in  the  field  of  exfoliative  cytolo- 
gy have  indicated  that  there  might  be  some  benefit 
in  the  study  of  cell  populations  after  they  have  been 
detached  from  their  surrounding  tissue  architecture. 

Dudgeon  and  Patrick  (4)  in  1927  were  probably 
the  first  ones  to  report  in  the  modern  medical  literature, 
studies  of  cellular  preparations  made  directly  from 
fresh  tumors.  Their  studies  were  followed  by  those  of 
Dudgeon  and  Barrett  (3),  who  in  1934  stated  that 
accurate  identification  of  cells  and  their  origin  was 
possible.  Several  studies  followed,  among  them,  those 
by  von  Hamm  and  Alexander  (9)  who  studied  and 
compared  the  nuclear-nucleolar  ratio  of  malignant  and 
benign  cells.  Hauptmann  (10)  and  Hearing  (2)  examined 
primarily  metastatic  carcinomas  and  Sundberg  (20), 
after  careful  study  of  lymph  node  imprints  in  1947, 
laid  down  his  theory  regarding  human  lymph  node 
lymphocytogenesis. 

In  recent  reviews,  other  authors  (11,  15,  21)  have 
supported  the  usefulness  of  additional  information 
obtained  from  studying  freshly  made  lymph  node 
imprints. 

On  the  other  hand,  aspiration  of  lymph  nodes  has 
not  enjoyed  as  much  popularity  due  to  the  justified, 
but  to  our  knowledge  never  documented  fear  that  a 


From  the  Hematology  Section,  Department  of  Medicine, 
University  Hospital  and  the  Department  of  Pathology  of  the 
University  of  Puerto  Rico  School  of  Medicine,  San  Juan, 
Puerto  Rico.  Presented  at  the  Xth  International  Cancer 
Congress,  Houston,  Texas,  May  1970. 
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García,  MD,  Assistant  Professor  of  Medicine,  University  (Dis- 
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Rico,  00935. 
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needle  puncture  might  spread  cancer  cells.  However, 
several  studies  along  these  lines  have  been  reported. 
Among  them,  those  by  Guthrie  (8),  Forkner  (.5), 
Martin  (13),  Pavlosky  (17),  Meatheringham  (14),  Morri- 
son et  al  (16)  and  Stich  (19),  have  helped  to  clarify 
the  role  and  significance  of  this  procedure  in  clinical 
medicine. 

In  spite  of  these  well  documented  studies,  the  practi- 
ce of  performing  lymph  node  imprints  and  aspirations 
has  failed  to  generate  widespread  enthusiasm  among 
hematologists.  In  an  attempt  to  ascertain  further  its 
clinical  value  and  to  see  whether  we  could  add  to  our 
knowledge  of  the  specific  disease  entity  involved,  we 
studied  110  Wright-Giemsa’s  stained  smears  prepared 
from  fresh  tissues  and  compared  our  impressions  with 
the  definitive  pathologist’s  interpretation.  These  studies 
are  the  subject  of  this  report. 

Materials  and  Methods 

Thirty  two  freshly  biopsied  enlarged  lymph  nodes  were 
carefully  bisected  with  a sharp  scalpel  without  exerting  exces- 
sive pressure  on  the  gland.  The  resulting  halves  were  picked  up 
by  forceps  and  the  cut  surface  lightly  touched  several  times 
without  smearing,  on  a pair  of  alcohol  washed  slides  which 
were  then,  air  dried.  Slides  were  later  stained  by  the  standard 
Wright-Giemsa’s  technique  and  examined  under  low  power 
microscopy  to  ascertain  background,  general  staining  quality 
and  adequateness  of  the  preparation.  Oil  immersion  examina- 
tion followed  for  better  appreciation  and  analysis  of  morpho- 
logical cellular  details. 

Fifty  one  lymph  node  and  7 mass  aspirations  were  per- 
formed following  our  modification  of  the  method  of  Stich 
(19).  The  modification  consists  in  that  after  puncturing  the 
gland  and  applying  suction  several  times,  we  remove  the 
syringe  from  the  needle  before  actually  pulling  the  needle 
out.  This  maneuver  prevents  material  contained  in  the  nee- 
dle from  spurting  back  into  the  syringe  barrel  due  to  the  nega- 
tive pressure  resulting  when  the  needle  is  removed.  By  de- 
taching the  syringe  before  pulling  the  needle  out,  one  avoids 
the  consequent  cellular  trauma  and  distortion  as  well  as  the 
contamination  with  peripheral  blood  which  otherwise  often 
results. 

Seventeen  bone  marrow  preparations  showing  metastatic 
tumor  cells  were  included  in  this  study  together  with  three 
splenic  aspirates  due  to  the  particularly  interesting  cellular 
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TABLE  I:  FINAL  PATHOLOGICAL  DIAGNOSES  FOR  110  SAMPLES 


BENIGN  CONDITIONS 

27 

(26) 

REACTIVE  (Hyperplasia) 

20 

(19) 

TUBERCULOSIS 

7 

( 7) 

LYMPHOMAS 

31 

(30) 

HODGKIN’S  DISEASE 

13 

(13) 

Lymphocytic  predominance 

3 

Nodular  sclerosing 

2 

Mixed  cellularity 

4 

Lymphocytic  depletion 

4 

LYMPHOSARCOMA 

9 

( 8) 

Lymphocytic,  well  differentiated  type 

4 

Lymphoblastic,  poorly  differentiated  type 

5 

HISTIOCYTIC  (RETICULUM)  CELL  TYPE 

5 

( 5) 

MIXED  CELL  TYPE 

4 

( 4) 

METASTATIC  TUMORS 

42 

(42) 

TO  LYMPH  NODES 

25 

(25) 

TO  BONE  MARROW 

17 

(17) 

MISCELLANEOUS 

10 

(10) 

Figures  in  parenthesis  denote  numbers  in  whom 

our  diagnoses  coincided 

with 

the  pathological 

1 (final) 

diagnoses. 


detail  shown  by  the  material  obtained. 

An  attempt  to  study  so  called  “normal”  lymph  nodes 
was  not  made  since  like  others,  (21)  we  believe  that  lymph 
nodes  large  enough  to  be  palpable  are  not  normal.  Neverthe- 
less, it  should  be  emphasized  that  the  Wright-Giemsa  morpho- 
logical detail  of  so  called  “normal”  lymph  node  imprints 
has  been  adequately  described  among  others,  by  Moore  and 
Reagan  (15),  Forteza-Bover  (16),  Lucas  (11),  Stich  (19),  and 
Chatteijea  et  al  (1). 

The  nomenclature  used  in  the  classification  of  the  lympho- 
mas is  that  proposed  by  Lukes  et  al  (12)  in  1966  for  Hodgkin’s 
disease  and  by  Gall  and  Rappaport(7)  for  the  other  lymphomas. 

Results 

Table  I summarizes  the  final  histopathological  diagno- 
ses in  the  110  samples  reviewed.  A description  of  the 
morphological  characteristics  of  each  group  follows. 

1.  Reactive  lymph  nodes:  Twelve  lymph  node  as- 
pirates, 7 imprints  and  1 splenic  aspirate  were  studied 
and  classified  as  reactive.  Upon  scanning  these  smears, 
the  background  in  most  cases  consisted  of  an  amor- 
phous blue  substance  which  was  uniformly  present. 
The  characteristic  feature  of  reactive  (hyperplastic) 
lymph  nodes  was  the  abundance  of  lymphocytes  in 


different  stages  of  maturation,  ranging  from  many 
small,  mature  ones  to  a few  medium  and  large  sized 
lymphocytes  (Figure  lA).  The  medium  and  large 
(young)  lymphocytes  (Figure  IB)  did  not  have  pro- 
minent nucleoli  and  their  nuclear  chromatin  appeared 
less  clumped  and  stained  lighter  than  in  mature  ones. 
The  cytoplasm  in  the  younger  cells  was  more  baso- 
philic than  in  the  mature  lymphocytes.  Associated 
eosinophilia  and  plasmacytosis  (Figure  1C)  as  well  as 
variable  degrees  of  proliferation  of  phagocytic  histio- 
cytes (macrophages)  and  mast  cells  was  always  present. 
The  macrophages  resembled  mature  reticulum  cells 
and  contained  innumerable  inclusions,  some  of  which 
were  identifiable  as  cellular  fragments  and  debris  (Fi- 
gure ID).  Inclusions  were  also  present  in  the  form  of 
azurophilic  granules  and  vacuoles.  In  this  group, 
reticulum  cells  were  found  less  frequently  than  macro- 
phages and  granulocytic  precursors  were  rarely  present. 
Marked  infiltration  of  the  latter  was  found  in  only 
two  cases.  This  finding  was  considered  highly  sugges- 
tive of  superimposed  bacterial  infection  (Figure  IE). 
Mast  cells  were  characterized  by  their  prominent  black 
cytoplasmic  granules  (Figure  IF).  Their  presence  was 
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Figure  lA:  Reactive  lymph  node  with  predominant  small 
mature  lymphocytes.  Note  the  lymphocytes  in  different 
stages  of  maturation. 


Figure  1C;  Reactive  lymph  node  with  associated  mature 
plasmocytosis. 


Figure  IB;  Reactive  lymph  node  with  medium  and  large 
(young)  lymphocytes  without  prominent  nucleoli. 


Figure  ID;  Reactive  lymph  node  with  phagocytic  histiocyte 
filled  with  cellular  fragments  and  debris. 


best  established  by  scanning  the  smear  with  low  power, 
since  they  were  often  observed  to  concentrate  in  the 
very  hypercellular  areas  (clumps)  of  the  preparation 
and  could  otherwise  be  overlooked. 

2.  Tuberculosis:  Four  lymph  node  aspirates  and  3 
imprints  were  studied.  The  striking  feature  in  cases  of 
tuberculosis  was  the  abnormal  background  material 
which,  unlike  in  any  of  the  other  cases  studied,  was 
punctate  in  nature,  purple  in  staining  and  abundantly 
filled  with  debris  (Figure  2A).  This  debris  probably 
represents  the  caseation  necrosis  characteristically  seen 
in  the  hematoxylin-eosin  sections  of  these  cases.  The 
cellular  population  in  these  cases  was  hallmarked  by 


the  presence  of  Langhan’s  type  giant  cells  (Figures 
2B  and  2C).  These  cells  were  found  in  4 of  the  7 
cases  studied.  They  had  a striking  number  of  nuclei 
in  most  of  the  patients.  As  many  as  40  nuclei  were 
seen  in  one  cell  (Figure  2B).  Their  cytoplasm  had 
irregular  contours  and  their  nuclei  were  round  or 
spindle  shaped.  In  addition,  numerous  phagocytic 
histiocytes  (Figure  2D)  were  seen. 

3.  Lymphomas:  Eighteen  lymph  node  aspirates 
and  13  imprints  were  evaluated.  Thirteen  were  Hodg- 
kin’s disease,  9 lymphosarcomas,  5 reticulum  cell  sar- 
comas and  4 mixed  type  lymphomas. 

a.  Hodgkin’s  Disease:  All  preparations  were 
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Figure  lE:  Marked  polymorphonuclear  infiltration  com- 
patible with  superimposed  bacterial  infection. 


Figure  2A:  Abnormal  punctate,  debris-filled  background 
in  tuberculosis. 


Figure  IF:  Mast  cell  characterized  by  its  prominent 

black  granules. 


Figure  2B:  Multinucleated  Langhan’s  type  giant  cell  in 
tuberculosis  (40  nuclei). 


cellular  and  the  morphological  detail  was  adequate 
for  interpretation  in  most  cases.  The  predominant 
cell  type  in  all  cases  of  Hodgkin’s  disease  was  the 
lymphocyte,  most  of  which  were  of  the  small,  mature 
variety  with  a variable  population  of  medium  and 
large  lymphocytes  (Figure  3A).  Eight  of  the  16  cases 
showed  some  pleomorphism  characterized  by  variable 
numbers  of  eosinophils  in  different  stages  of  matura- 
tion and  phagocytic,  as  well  as  non-phagocytic  histio- 
cytes and  reticulum  cells.  Reed- Sternberg  cells  were 


seen  in  all  the  cases.  Although  difficult  to  find  in 
some  preparations  which  were  later  classified  by  the 
pathologist  as  lymphocytic  predominance  (Figure  3B), 
they  were  strikingly  abundant  in  cases  which  later 
proved  to  be  lymphocytic  depletion  and  easily  found 
in  the  mixed  cellularity  cases  (Figure  3C).  Reed- 
Stemberg  cells  appeared  in  several  morphologically 
different  forms  (Figures  3D  to  3H).  The  size  was 
quite  variable  ranging  from  large,  multinucleated  forms 
with  abundant  slightly  basophilic  cytoplasm  and  re- 
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Figure  2C:  Multinucleated  giant  cell  with  5 nuclei  in 
tuberculosis. 


Figure  3A:  Hodgkin’s  disease  with  predominantly  mature 
lymphocytic  population.  Lymphocytes  in  all  stages  of  matu- 
ration are  seen. 
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Figure  2D:  Phagocytic  histiocyte  in  tuberculosis. 


Figure  3B;  Hodgkin’s  disease,  lymphocytic  predominance. 
Note  the  vacuolated,  pre-Reed  Sternberg  cell  with  prominent 
nucleolus  in  center. 
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Figure  3C:  Hodgkin’s  disease,  lymphocytic  depletion. 
Note  the  sparsity  of  lymphocytes  and  the  increased  numbers 
of  mononuclear  Reed-Sternberg  cells. 


Figure  3D:  ?re-Reed-Sternberg  (mononuclear)  cell  with 
open  chromatin  pattern  and  prominent  nucleoli,  somewhat 
reminiscent  of  the  megaloblastic  erythroblast. 


Figures  3E  to  3G:  Multi-nucleated  Reed-Sternberg  celts 
in  Hodgkin’s  disease. 
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Figures  3H  and  31:  Classic  mirror-imaged  vacuolated 

Reed-Sternberg  cell  with  distinct,  very  prominent  nucleoli. 


Figure  4A:  Malignant  lymphoma,  lymphocytic  type.  Note 
the  predominance  of  the  small,  mature  variety  of  lymphocyte. 


Figure  4B:  Malignant  lymphoma,  lymphocytic  type.  Note 
the  medium  sized  and  larger  (younger)  cells  with  occasionally 
prominent  nucleoli  which  comprise  the  mixed  lymphocytic 
population  seen  in  these  lymphomas. 


gularly  contoured,  mirror  imaged  or  convoluted  nuclei 
with  very  prominent  basophilic  nucleoli,  (Figures  3E  to 
3H)  to  cells  with  single  nuclei  and  prominent  deep  blue 
nucleoli  surrounded  by  scantier,  deeply  basophilic  cyto- 
plasm (pre  Reed-Sternberg  cells)  (Figure  3D).  The 
appearance  of  the  latter  cells  was  reminiscent  of  the 
megaloblastic  erythroblast  in  its  size,  staining  properties 
and  chromatin  structure.  Cytoplasmic  vacuolization 
was  a prominent  feature  in  half  of  the  cases.  Reed- 
Sternberg  cells  with  so  called  typical  “mirror-image” 
nuclei  were  not  uniformly  seen,  however  when  present, 
they  were  easily  seen  upon  scanning  the  preparation 


with  the  low  power  microscope  lens  (Figure  3 I). 
In  one  patient  with  Hodgkin’s  disease  of  the  lympho- 
cytic depletion  type,  mononuclear  Reed-Sternberg  cells 
were  excessively  abundant. 

b.  Lymphosarcoma:  Five  lymph  node  imprints 
and  4 aspirations  were  studied.  Four  were  classified 
as  lymphocytic  and  5 as  lymphoblastic. 

1.  Lymphocytic:  Two  distinct  populations 
of  cells  were  noted  in  these  4 cases;  the  predominant 
cell  was  the  small,  mature  lymphocyte  with  darkly 
stained  nucleus,  clumped  chromatin,  no  nucleoli,  dis- 
tinct nuclear  membrane  and  sky  blue,  scanty  cytoplasm 
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Figure  4C;  Malignant  lymphoma,  lymphoblastic  type,  with 
monotonous  appearance  of  predominantly  vacuolated  immature 
lymphocytes  with  prominent  nucleoli. 


Figure  4D:  Lymphoblasts  obtained  from  a bone  marrow 
aspiration  in  a case  of  acute  lymphoblastic  leukemia. 


Figure  5A:  Malignant  lymphoma,  histiocytic  type  (Reti- 
culum cell  sarcoma).  Note  the  prominent  nucleoli  and  the 
characteristic  spongy  (reticular)  appearance  of  the  nuclear 
chromatin. 


Figure  6A:  Malignant  lymphoma,  mixed  type  with  lympho- 
cytic pleomorphism  and  reticulum  cells. 


(Figure  4A).  The  remaining  cells  were  medium  sized 
and  larger  (younger)  lymphocytes,  some  with  prominent 
nucleoli.  In  the  latter  cells,  the  cytoplasm  was  more 
basophilic  and  slightly  less  scanty  than  in  the  small, 
mature  variety.  The  nuclear  chromatin  pattern  was  also 
much  lighter  than  in  the  mature  ones  (Figure  4B). 
Histiocytosis,  eosinophilia  and  plasmacytosis  was  not  a 
characteristic  feature  of  any  of  the  cases.  Although 
isolated  vacuoles  were  occasionally  seen  in  the  lympho- 
cytes, they  were  not  a predominant  feature  of  these 
cases. 


2.  Lymphoblastic:  The  striking  feature  of  the 
5 preparations  diagnosed  as  lymphoblastic  lymphosarco- 
ma was  the  lack  of  lymphocytic  pleomorphism  seen  in 
most  cases  of  the  lymphocytic  variety.  The  overall 
appearance,  even  on  low  power  scanning  (Figure  4C) 
was  monotonous.  Most  cells  were  of  identical  size 
and  appearance.  They  resembled  lymphoblasts  ob- 
tained in  marrow  aspirations  of  patients  with  acute 
lymphoblastic  leukemia  (Figure  4D)  and  were  larger 
than  mature  lymphocytes.  The  chromatin  was  fine 
and  spongy  with  a very  prominent,  usually  single  nu- 
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b iglire  7A:  Metastatic  malignant  melanoma.  Note  the 
intracytoplasmic  melanin  deposits  (arrows). 


Figure  7B;  Clump  of  lung  (oat  cell)  carcinoma  cells. 
Note  resemblance  with  young  lymphocytes. 


Figure  7C:  Carcinoma  of  stomach  cells.  Note  their  large 
size  and  multiple  nucleoli. 


Figure  7D:  Carcinoma  of  pancreas. 


cleolus.  Prominent  cytoplasmic  vacuolization  and  pha- 
gocytic histiocytes  were  seen  in  most  cases  but  plas- 
macytosis  was  entirely  absent.  Mastocytosis  was  present 
in  one  case. 

c.  Histiocytic  type  (Reticulum  cell  sarcoma):  The 
morphologic  picture  in  these  5 cases  was  rather  mono- 
tonous with  primitive  reticulum  cells  predominating. 
Most  of  these  cells  usually  had  one  or  two  prominent 
bluish  nucleoli  and  slightly  irregular  amounts  of  scanty, 
grayish  blue  or  dark  blue  occasionally  granular  cyto- 
plasm. I’he  nuclei  occupied  most  of  the  cell  area  and 
the  nuclear  chromatin  was  characteristically  fine  and 
spongy  (Figure  5A).  Abundant  mitotic  figures  were 


seen  and  prominent  mastocytosis  was  observed  in  2 of 
the  3 cases.  Remaining  cellular  elements  included  a 
variable  population  of  young  and  mature  lymphocytes. 

d.  Mixed  type:  The  striking  feature  in  these  cases, 
was  the  lymphocytic  pleomorphism  (Figure  6A).  Lym- 
phocytes in  all  stages  of  maturation  were  represented: 
mature,  pro-lymphocytes,  lymphoblasts  and  reticulum 
cells.  Histiocytes  were  abundant;  both  phagocytic  and 
non-phagocytic  types  were  present.  The  former  were 
filled  with  prominent,  black  spherical  cytoplasmic  ma- 
terial, and  the  latter  were  small  and  medium  sized  with 
one  or  two  nuclei.  Occasional  eosinophils,  plasma 
cells  and  mast  cells  were  present. 
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TABLE  II:  ORIGIN  OF  TUMORS  METASTA 
TIC  TO  LYMPH  NODES 


Lung 

Epidermoid 

Stomach 

Melanoma 

Breast 

Adenocarcinomas  (Rectum) 
Rhabdomyosarcoma 
Pancreas 
Thyroid  Gland 


6 

5 

5 

2 

2 

2 

1 

1 

1 


4.  Metastatic  tumors  to  lymph  nodes  — Table  II 
shows  the  site  of  origin  of  the  tumor  cells  encountered 
in  the  25  patients  who  had  metastatic  tumors  to 
lymph  nodes.  All  these  cases  were  eharacterized  by 
easily  identifiable  foreign  cells,  often  times  bizarre 
in  nature  and  appearing  in  clusters  or  syncytial  arrange- 
ment. The  nuclei  appeared  invariably  large  with  pro- 
minent, often  multiple,  bluish  staining,  distinct  nu- 
cleoli. Cytoplasmic  vacuolization  was  frequently  en- 
countered. Only  in  few  cases  was  the  tissue  of  origin 
identified  by  the  morphologic  cellular  appearance.  This 
was  possible  in  metastatic  melanoma  due  to  the  presence 
of  diagnostic  melanotic  pigment  in  the  cytoplasm  (Fi- 
gure 7A). 

Oat  cell  carcinoma  cells  were  characterized  by  scanty 
blue  cytoplasm,  relatively  large,  spongy  nuclei,  and  ab- 
sent nucleoli  (Figure  7B).  Many  single  cells  were  noted 
although  small  clumps  were  the  rule.  Grayish  blue 
cytoplasmic,  droplet-like  inclusions  were  occasionally 
seen  often  producing  a slight  indentation  in  the  nuclear 
membrane. 

Carcinoma  of  the  stomach  (Figure  7C)  cells  were 
unusually  large  with  abundant  lightly  basophilic  cyto- 
plasm and  strikingly  prominent  and  basophilic,  usually 
multiple  (1  to  4)  nucleoli  which  contrasted  with  the 
purple  eolor  of  the  nucleus.  The  chromatin  pattern 
was  very  fine  and  they  were  sometimes  seen  in  huge 
clumps  which  when  present,  made  individual  morpho- 
logical characteristics  difficult  to  delineate. 

Pancreatic  carcinoma  cells  were  large  with  deeply 
basophilic,  abundant  cytoplasm  with  very  prominent 
nucleoli  and  very  pleomorphic  nuclei  which  were  cha 
racterized  by  their  open  chromatin  pattern  and  clear 
intranuclear  spaces  (Figure  7D). 

Thyroid  gland  carcinoma  cells  (Figure  7E)  were 
small  in  size  with  abundant  grayish  blue  cytoplasm. 
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Figure  7E:  Thyroid  gland  carcinoma  cells. 


Figure  7F : Breast  carcinoma  cells  in  syncytial  arrangement. 


TABLE  III:  METASTATIC  TUMORS  TO 
BONE  MARROW 


Carcinoma  of  the  Prostate  6 

Neuroblastoma  4 

Carcinoma  of  the  Lung  (Oat  Cell)  2 

Lymphoepithelioma  1 

Carcinoma  of  the  Stomach  1 

Carcinoma  of  the  Pancreas  1 

Anaplastic  Carcinoma  ( Origin  unknown)  1 

C arcinoid  T umor  ( M alignant)  1 
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Figures  8A  and  8B:  Neuroblastoma  cells  with  cluster 
formation  in  bone  marrow  preparations.  Note  their  resem- 
blance to  lymphoblasts. 


Figure  8C:  Single  neuroblastoma  cells  resembling  young 
lymphocytes. 


Figure  8D:  Carcinoma  of  prostate  gland. 


The  nuclei  were  round  with  coarsely  clumped  chro- 
matin and  the  nucleoli,  although  present  in  a few  cells, 
were  not  prominent. 

In  our  preparations,  breast  carcinoma  cells  (Figure 
7F)  appeared  spindle  shaped  suggesting  a syncytial 
arrangement  in  some  areas.  The  nuclear  chromatin 
was  not  spongy  and  stained  dark  purple.  The  cyto- 
plasm stained  bright  blue  and  although  occasional 
cells  showed  multiple  nucleoli,  these  were  not  pro- 
minent. 

4.  Metastatic  tumors  to  bone  marrow  — Seventeen 
cases  were  smears  of  bone  marrow  aspirates  which 
contained  identifiable  foreign  malignant  cells.  These 


appear  on  Table  III.  Lymphoepithelioma,  oat  cell 
carcinoma  and  neuroblastoma  (Figure  8A)  cells  seen 
in  Wright-Giemsa  stained  preparations,  resembled  im- 
mature lymphocytes.  One  of  our  two  patients  with 
metastatic  oat  cell  carcinoma  was  initially  diagnosed 
as  acute  lymphoblastic  leukemia.  The  characteristic 
cell  was  very  similar  to  that  seen  in  the  lymph  node 
imprints  — small  to  medium  sized  (about  the  size  of 
a young  lymphocyte)  with  minimal  amounts  of  slightly 
basophilic  cytoplasm.  Nucleoli  were  rarely  seen,  when 
present,  were  not  very  prominent  and  the  chromatin 
pattern  was  very  fine.  Neuroblastoma  cells  (Figure  8B) 
were  characterized  by  their  small  size  (slightly  larger 
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Figure  8E:  Malignant  carcinoid  cells  with  eccentric  nuclei 
reminiscent  of  young  plasma  cells. 


Figure  9A:  Myeloma  cells  aspirated  from  a solitary  plasma- 
cytoma. 


TABLE  IV:  MISCELLANEOUS 


Acute  Granulocytic  Leukemia  3 

Plasmacytomas  2 

Chronic  Lymphocytic  Leukemia  2 

Acute  Lymphocytic  Leukemia  1 

Sea  Blue  Histiocyte  Syndrome  1 

Malignant  Histiocytosis  1 


Figure  9B:  Lymph  node  aspirate  in  a patient  with  acute 
myeloblastic  leukemia. 


than  oat  cell  carcinoma  cells)  although  some  variation 
in  size  was  seen.  The  cytoplasm  was  spongy  and 
generally  scanty  and  grayish  blue  without  nucleoli. 
When  isolated,  they  can  be  confused  with  lympho- 
blasts (Figure  8C).  Cytoplasmic  inclusions  were  not 
observed.  Carcinoma  of  the  prostate  cells  (Figure 
8D)  were  characterized  by  their  medium  size,  abundant 
grayish  cytoplasm,  and  frequent  clumping. 

We  had  the  opportunity  of  studying  one  patient 
with  metastatic  malignat  carcinoid.  The  cells  had  no 
nucleoli  and  the  nuclei  were  round  and  eccentric 
reminiscent  of  that  present  in  immature  plasma  cells 
(Figure  8E).  The  cytoplasm  stained  blue  and  was 
finely  granular  and  abundant.  There  were  no  cyto- 
plasmic vacuoles  or  inclusions. 

6.  Miscellaneous  — The  cases  grouped  in  this  cate- 
gory appear  on  Table  IV.  The  characteristic  cell  types 
in  the  plasmacytomas  and  leukemia  patients  presented 
no  difficulties  in  their  identification,  since  they  re- 
sembled similar  cells  identified  in  routine  bone  marrow 
preparations.  In  two  patients,  mass  aspirates  revealed 
the  characteristic  immature  plasma  cells  diagnostic  of 
plasmacytomas  (Figure  9A).  In  3 patients,  the  pre- 
dominant cell  was  the  myeloblast  (Figure  9B),  which 
was  diagnostic  of  acute  myeloblastic  leukemia,  Elastic 
crisis  of  chronic  granulocytic  leukemia  or  chloroma. 
Two  lymph  node  aspirates  yielded  an  almost  pure 
population  of  small  mature  lymphocytes  which  was 
compatible  with  chronic  lymphocytic  leukemia  (Figure 
9C).  When  studied  in  detail  many  showed  prominent 
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Figure  9C:  Lymph  node  aspirate  in  a patient  with  chronic 
lymphocytic  leukemia. 


Figure  9E:  Node  aspiration  in  acute  lymphoblastic  leukemia. 


Figure  9D:  Prominently  fissured  lymphocytes  seen  in 
chronic  lymphocytic  leukemia. 


fissures,  practically  no  cytoplasm  and  absent  nucleoli 
(Figure  9D).  This  picture  contrasted  with  lymphocytic 
lymphosarcoma  where  an  overall  variable  immaturity 
of  the  lymphocytes  was  noted.  There  was  one  patient 
in  whom  a lymph  node  aspirate  was  compatible  with  the 
diagnosis  of  acute  lymphoblastic  leukemia  (Figure  9E). 
One  of  our  patients  had  disseminated  histiocytosis. 
The  bone  marrow  and  splenic  aspirate  revealed  large, 
non  phagocytic  histiocytes  (Figure  9F,  9G)  with  1 to 
3 small,  eccentric  nuclei  and  coarse  chromatin  pattern. 
Basophilic  nucleoli  were  occasionally  seen.  The  cyto- 
plasm of  some  histiocytes  was  abundant  and  contained 
variable  amounts  of  a white  foamy  material.  Other 


histiocytes  had  prominent  granulation.  The  granules 
were  mostly  dark  blue  and  varied  in  size  and  staining 
characteristics  from  cell  to  cell,  very  much  resembling 
the  sea  blue  histiocytes  recently  reported  by  Silverstein 
et  al  (18).  This  case  was  initially  thought  to  represent 
disseminated  histoplasmosis  on  the  basis  of  the  appear- 
ance of  suspicious  intracellular  inclusions  seen  within 
the  histiocytes  on  the  hematoxylin  — eosin  stained 
sections  of  a lymph  node.  When  we  studied  the  Wright- 
Giemsa  stained  material  obtained,  it  was  evident  that  the 
observed  inclusions  were  not  Histoplasma  capsulatum. 

The  diagnosis  of  malignant  histiocytosis  was  substan- 
tiated in  one  patient  by  the  identification  of  the  charac- 
teristic phagocytic  histiocytes  full  with  mature  erythro- 
cytes and  platelets  after  examining  the  splenic  puncture 
material  (Figure  9H).  Post  mortem  examination  verified 
this  diagnosis. 

Discussion 

We  have  attempted  to  correlate  our  initial  impressions 
with  the  definitive  pathological  interpretation  after 
studying  93  lymph  node  and  tumor  imprints  and  aspira- 
tions as  well  as  17  bone  marrow  smears  containing  malig- 
nant cells. 

We  were  successful  in  107  of  110  cases  (97  percent). 
As  seen  in  Table  I,  a diagnosis  of  malignancy  was  made 
in  83  of  the  110  (75  percent)  samples  examined.  In  no 
case  was  a false  positive  diagnosis  of  malignancy  enter- 
tained. Specific  histologic  cell  type  correlation  and 
identification  was  possible  in  30  of  31  (97  percent) 
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Figures  9F  and  9G:  Splenic  aspirate  in  patient  with  the  sea 
blue  histiocyte  syndrome. 


Figure  9H:  Splenic  puncture  smear  in  malignant  histio- 
cytosis. 


malignant  lymphomas.  However,  these  findings  in  no 
was  imply  that  lymph  node  aspiration  should  substitute 
the  properly  performed  surgical  biopsy.  On  the  con- 
trary, tissue  processed  by  standard  histopathologic  tech- 
niques must  always  be  obtained  as  confirmatory  eviden- 
ce of  malignancy.  With  our  studies,  this  is  made  even 
more  dramatic  if  we  consider  that  only  in  2 of  25 
(8  percent)  metastatic  tumors  to  lymph  nodes  could 
we  ascertain  the  specific  cell  type  involved.  The  malig- 
nant cells  in  these  two  cases  showed  intracellular 
melanin  deposits  which  are  the  characteristic  features 
in  malignant  melanoma.  The  experience  obtained  in 
studying  imprints  and  aspirations  has  been  very  valuable 


to  us  for  a rapid,  preliminary  differentiation  between 
a benign  and  a malignant  process,  even  though  one  is 
unable  in  most  cases,  to  identify  tbe  individual  cell 
type.  All  the  20  hyperplastic  nodes  and  the  7 patients 
with  tuberculous  adenitis  were  quickly  and  correctly 
diagnosed  after  examining  the  corresponding  lymph 
node  aspirates  and  imprints.  There  were  no  false  nega- 
tive impressions  of  malignancy  in  this  group. 

As  expected,  lymph  node  aspirations  and  imprints 
are  of  great  usefulness  when  dealing  with  lymphomas. 
The  former  are  conceivably  useful  as  a rapid  bedside 
staging  maneuver  in  patients  with  known  lymphomas 
bearing  in  mind  that  they  should  always  be  followed 
by  definite  histological  tissue  diagnosis  by  means  of 
biopsy.  Of  31  lymphomas  eventually  diagnosed  by  the 
pathologist,  30  (97  percent)  were  suspected  from  the 
Wright-Giemsa  preparations.  Touch  smears  added  in- 
formation which  was  not  evident  in  the  histopathologic 
preparations  in  almost  all  cases.  This  was  evidenced 
by  the  fact  that  in  3 of  the  8 lymphosarcoma  cases, 
the  specific  cell  type  classification  was  changed  by  the 
pathologist  (J.  V.)  from  lymphocytic  to  lymphoblastic 
after  reviewing  and  discussing  together  with  the  remain- 
ing authors  the  Wright-Giemsa  preparations  of  the 
material  obtained.  This  experience  furnished  all  of  us, 
extra  but  very  useful  knowledge  regarding  morphological 
characteristics  of  the  outlined  hematological  malignan- 
cies which  has  helped  us  to  identify  more  accurately 
such  cells  in  other  secretions  and  body  fluids,  especially 
in  difficult  cases  in  which  the  degree  of  maturity  of 
the  predominant  cell  might  be  a controversial  point. 
In  addition,  examination  of  samples  in  the  lymphoma 
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patients  has  given  us  a greater  sense  of  understanding 
and  confidence  in  treating  these  patients  because  of 
the  better  understanding  of  the  disease  arising  from  the 
study  of  the  morphologic  characteristics  of  the  neo- 
plastic cells. 

In  one  case,  the  diagnosis  of  metastatic  malignancy 
to  lymph  nodes  was  made  on  the  tissue  aspirate  alone 
since  all  the  pathological  sections  of  the  material 
removed  resulted  negative.  Upon  re-biopsy,  the  diag- 
nosis of  metastatic  carcinoma  was  confirmed.  This 
patient  later  proved  to  have  carcinoma  of  the  stomach. 
Of  note  is  the  fact  that  in  9 of  the  17  cases  of  malignan- 
cy metastatic  to  the  bone  marrow,  the  finding  of  such 
cells  was  the  initial  step  in  the  discovery  of  a malignant 
process  in  the  patient.  Of  these  nine  cases,  4 had  neuro- 
blastoma, 4 carcinoma  of  the  prostate,  and  1 malignant 
carcinoid.  Further  work  up  in  all  these  patients 
confirmed  the  site  of  the  primary  tumor.  One  of  our 
neuroblastoma  patients  was  mistakenly  diagnosed  as 

lymphoma  in  another  hospital.  The  bone  marrow 
performed  by  us  revealed  typical  neuroblastoma  cells. 
Subsequent  studies  confirmed  this  diagnosis.  Neuro- 
blastoma cells  may  be  confused  with  lymphoblasts, 
especially  if  one  examines  isolated  cells.  However, 
the  clue  to  their  differentiation  is  the  slightly  larger 
size  and  the  tendency  towards  clumping  (rosette  for- 
mation) which  is  characteristic  of  neuroblastoma. 

The  performance  of  lymph  node  aspiration  and 
imprints  also  helped  us  considerably  in  allaying  anxiety 
in  patients  and  tbeir  relatives  waiting  for  a tissue 
diagnosis  especially  those  in  whom  a malignancy  had 
already  been  previously  diagnosed,  who  were  being 
evaluated  for.  the  possibility  of  reeurrence  at  a distal 
subcutaneous  or  superficial  lympb  node  bearing  area. 
However,  it  must  be  clearly  stated  that  the  practice  of 
performing  node  or  mass  aspirations  in  the  head  and 
neck  regions  should  be  discouraged  unless  done  under 
the  special  circumstances  outlined. 

Splenic  aspirates  always  afford  the  opportunity  of 
studying  the  morphology  of  the  splenic  cell  population 
espeeially  in  patients  with  splenomegaly  and  fever  of 
unknown  origin  as  well  as  in  cases  under  eonsideration 
as  candidates  for  possible  splenectomy.  All  the  customa- 
ry precautions  inherent  to  this  procedure  should  be 
taken  prior  to  carrying  it  out  in  a given  patient. 

We  believe  that  the  procedures  herein  described 
have  definite  clinical  usefulness  and  that  they  sliould 
be  utilized  more  frequently  by  both  hematologists 
and  pathologists  in  the  search  for  better  understanding 
of  clinico-pathological  relationships  of  a variety  of 
diseases,  especially  the  hematologic  neoplasms. 


Summary 

Seventeen  bone  marrow  aspirates  containing  malig- 
nant cells  and  ninety  three  Wright-Giemsa  stained 
lymph  node,  spleen  and  tumor  aspirates  and  imprints 
were  studied  in  an  attempt  to  correlate  the  initial 
diagnostic  impression  of  malignancy  with  the  final 
pathologic  diagnoses.  Typical  microphotographs  of 
representative  groups  are  presented.  Among  these 
were  27  benign  and  83  malignant  conditions.  The 
benign  consisted  of  20  reactive  lympb  nodes  and 
7 patients  with  tuberculous  adenitis.  The  malignant 
conditions  included  31  lymphomas,  42  tumors  me- 
tastatic to  lymph  nodes  and  bone  marrow  and  10 
miscellaneous  neoplasms.  Co-relation  was  successfully 
established  in  107  of  the  110  cases  (97  percent). 
Eighty  three  of  the  110  eases  were  malignant  and  in 
no  case  was  a false  positive  diagnosis  of  malignancy 
entertained.  However,  specific  histologic  cell  type 
identification  was  possible  only  in  2 of  25  metastatic 
tumors  as  compared  to  30  of  31  lymphomas  which 
were  correctly  identified  by  the  Wright-Giemsa  tech- 
nique. The  possible  clinical  applications  and  usefulness 
of  these  procedures  are  discussed. 
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Hypertrophic  tonsils  and  adenoids  are  very  common 
in  childhood,  however,  they  are  infrequently  the 
cause  of  cor  pulmonale  and  right  sided  heart  failure.  Se- 
veral of  these  cases  have  been  reported  during  the  past 
few  years. 

This  report  deals  with  a patient  with  cor  pulmonale 
due  to  hypertrophic  tonsils  and  adenoids  who  presented 
mainly  with  cardiac  arrhythmia  and  cardiomegaly.  The 
former  complication  has  not  been  mentioned  in  the 
literature  before.  This  type  of  patient  may  be  more 
difficult  to  diagnose  early,  resulting  in  further  deterio- 
ration in  spite  of  strong  anticongestive  measures. 

Case  Report 

Seven  and  half-year  old  mulatto  girl  admitted  to  the  Universi- 
ty Hospital  on  December  28,  1967  for  evaluation  of  cardiac 
arrhythmia  and  cardiomegaly.  Birth  and  neonatal  history  were 
essentially  negative.  She  was  a mouth  breather  and  snored 
heavily  since  the  age  of  3 years.  Two  months  prior  to  admission 
she  developed  episodes  of  heavy  breathing,  profuse  sweating 
and  eyanosis  of  the  lips  and  nailbeds  occurring  once  or  twice 
a month. 

Physical  Examination: 

H.  R.:  100/min-irregular,  R.  R.:  32/min.,  B.  P.:  90/50 

mms.  Hg.,  Wt.;  33  lbs.,  Ht.:  38  in..  Temp.:  37.5°C.  Below 
the  3rd  percentile  for  height  and  weight,  she  had  adenoid 
facies,  in  no  distress.  HEENT:  Mouth  breather,  huge  cryptic 
tonsils  and  large  adenoids.  Neck:  Supple.  Chest:  Symmetri- 
cal, no  retractions.  Lungs  clear  to  auscultation  with  very  little 
air  exchange  in  the  recumbent  position.  Heart:  Cardiomegaly, 
hyperactive  RV,  PMl  at  the  5th  ICS  1 cm  outside  LMCL. 
No  thrill.  Si  normal,  S2  normally  split  with  increased  P2.  No 
S3.  Bigeminy  and  trigeminy.  Gr.  11/6  short  systolic  apical 
murmur,  without  transmission.  Abdomen:  Liver  4 1/2  cms. 
below  RCM,  non  tender.  Tip  of  the  spleen  palpable.  Ex- 
tremities: No  cyanosis,  no  clubbing.  Peripheral  pulses  equal 
and  strong  in  the  four  extremities:  No  pulse  deficit.  Hb.: 
10  Gm.  WBC:  11.864  with  63  percent  lymphs.,  30  percent 
seg.,  7 percent  stabs.  Urine:  Normal.  Chest  X-ray:  Cardio- 
megaly - Normal  lung  vascularity,  (Figure  lA).  Prominent 
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PA  segment.  ECG:  Right  Axis,  RAE,  RVH.  Low  nodal 
extrasystoles  coupled  to  a sinus  beat  or  to  two  sinus  beats. 
Occasional  interpolated  extrasystoles  (Figures  2 and  3). 

Hospital  Course: 

While  sleeping,  the  patient  developed  heavy  snoring  and 
an  expiratory  grunt  She  was  treated  with  digitalis.  Extra- 
systoles  persisted.  On  her  14th  hospital  day  áie  developed 
the  clinical  picture  of  bronchopneumonia,  which  was  con- 
firmed by  X-ray  and  she  was  started  on  Penicillin  and  Kana- 
mycin.  After  one  week  of  therapy  the  antibiotics  were  changed 
to  Ampicillin.  Because  her  overall  status  was  deteriorating,  it 
was  felt  that  an  emergency  T and  A was  indicated.  A 
catheter  was  placed  in  the  PA  prior  to  surgery,  in  order 
to  monitor  the  pressure  and  blood  gases  during  the  procedure. 
PA  presaire  prior  to  surgery  was  60/25  mm.  Hg.,  immediately 
after  removal  of  the  tonsils  and  adenoids  it  dropped  to  25/15 
mm.  Hg.  The  clinical  picture  improved  dramatically,  all 
abnormal  findings  disappeared  after  surgery.  The  post  opera- 
tive course  was  uneventful  and  after  her  pneumonic  process 
resolved,  she  was  discharged  home  in  sinus  rhythm.  Three 
months  later,  the  PA  pressure  was  measured  at  25/18  mm. 
Hg.,  the  chest  X-ray  (Figure  IB  and  the  ECG  (Figure  2B) 
were  normal. 


Fig.  lA;  Pre-operative  chest  X-ray  showing  considerable 
cardiomegaly  with  right  ventricular  and  right  atrial  enlarge- 
ment. 
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Fig.  IB:  Chest  X-ray  taken  3 months  after  T and  T with 
a normal  heart. 


Fig.  3A:  Lead  III  strip  showing  bigeminy  due  to  low 
nodal  extrasystole  coupled  to  a sinus  beat. 


Fig.  3B:  Lead  II  strip  with  trigeminy  due  to  inter- 

polated nodal  extrasystole. 


Fig.  3C:  Lead  II  strip  with  trigeminy  due  to  low  nodal 
extrasystole  following  two  sinus  beats. 


Fig,  2A:  Preoperative  ECG  demonstrating  right  axis  devia- 
tion, severe  RVH  and  RAE. 


Fig.  2B:  Normal  ECG  taken  3 months  later. 


Discussion 

In  spite  of  being  very  common  in  childhood,  hy- 
pertrophic tonsils  and  adenoids  are  rarely  complicated 
by  cor  pulmonale.  This  is  more  frequently  caused  by 
chronic  bronchial  asthma  and  cystic  fibrosis,  other 
chronic  pulmonary  diseases  are  less  common  causes. 

Cor  pulmonale  and  heart  failure  due  to  upper  airway 
obstruction  was  described  in  1964  (1);  since  then, 
several  cases  with  numerous  clinical  variations  have 
been  reported  (2,  3,  5),  and  its  potentially  lethal 
effects  recognized  (6).  This  syndrome  is  easy  to 
recognize  when  it  has  all  its  typical  features,  how- 
ever, occasionally  it  will  present  with  atypical  mani- 
festations as  it  happened  in  our  patient. 

Obviously,  the  most  probable  diagnosis  on  admis- 
sion was  a myocardiopathy,  in  view  of  the  arrhyth- 
mia, cardiomegaly  and  heart  failure,  however  the  pre- 
sence of  only  right  ventricular  hypertrophy  made  this 
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diagnosis  unlikely.  The  clinical  picture  may  mimic 
severe  pulmonary  stenosis,  but  the  murmur  was  not 
located  at  the  base  and  the  S2  was  normally  slip  with 
an  increased  pulmonary  component.  The  possibility 
of  digitalis  intoxication  was  ruled  out  because  the 
accidental  ingestion  or  iatrogenic  administration  of 
this  compound  was  denied. 

The  arrhythmia  and  the  other  clinical  manifesta- 
tions disappeared  promptly  after  T and  A.  It  is 
obvious  that  respiratory  infections  will  increase  the 
obstruction  in  these  patients  and  further  deteriorate 
their  condition. 

The  mechanism  of  production  of  Cor  pulmonale 
in  these  patients  has  been  described  by  others  (3,  6). 
Alveolar  hypoventilation  results  in  arterial  hypoxia 
and  hypercarbia,  both  of  them  producing  vasocons- 
triction and  causing  pulmonary  arterial  hypertension. 
This  imposes  a pressure  load  on  the  RV,  which  if 
severe  enough  leads  to  right  ventricular  failure.  The 
fact  that  the  pulmonary  capillary  wedge  pressure  and 
left  atrial  pressures  are  normal,  suggests  that  the 
vasoeonstriction  occurs  mainly  at  the  precapillary 
vessels.  The  H*"  concentration  plays  a major  role  in 
the  response  of  the  capillary  vessels  to  hypoxia.  Stu- 
dies done  by  Enson  (7)  demonstrated  that  at  low 
IT  concentration  and  a high  pH,  the  response  to  hy- 
poxia with  subsequent  pulmonary  hypertension  was  not 
as  significant  as  when  the  hypoxia  was  associated  with 
a high  IT  Concentration  and  a low  pH.  Later  reports 
by  Vogel  (8)  seem  to  substantiate  these  findings. 

The  presence  of  arrhythmias  has  not  been  empha- 
sized before,  one  of  Ainger’s  (6)  patients  had  ventri- 
cular extrasystoles  and  another  had  bradycardia,  both 
attributed  to  an  increased  sensitivity  of  tbe  myocar- 
dium to  usual  doses  of  digitalis.  The  role  of  hypoxia 
is  well  known  in  the  pathogenesis  of  arrhythmia.  Aci- 
dosis and  hypercarbia,  can  by  themselves  increase 
myocardial  irritability  by  lowering  the  threshold  to 
ectopic  discharge  and  further  enhance  the  likelihood 
of  arrhythmias  (9).  Williams  (10)  has  demonstrated 
that  hypoxia  and  hypercapneic  acidosis  reduce  the 
amount  of  digitalis  needed  to  induce  arrhythmias. 
He  attributed  this  to  an  increase  in  catecholamine 
release  from  adrenal  tissue  and  muscle,  causing  an 
augmented  stimulation  of  the  heart. 

The  arrhythmia  in  our  patient  was  of  no  clinical 
significance,  however,  deterioration  of  the  patient’s 
condition  may  precipitate  a more  serious  arrhythmia 
with  further  impairment  of  cardiac  function. 

This  combination  of  hypoxia,  arrhythmia  and  de- 
creased cardiac  function  can  be  potentially  lethal. 


The  administration  of  digitalis  in  these  cases,  not  only 
will  be  of  little  benefit,  but  it  will  have  to  be  given 
cautiously.  Successful  termination  of  the  arrhythmia 
will  only  follow  relief  of  upper  airway  obstruction. 

Summary 

A case  of  a patient  with  cor  pulmonale  due  to  upper 
airway  obstruction  and  cardiac  arrhythmia  is  presented. 

The  effects  of  hypoxia  and  acidosis  on  the  pulmonary 
arterial  pressure  and  myocardial  irritability  and  on  the 
pathogenesis  of  arrhythmia  are  discussed. 

The  fact  that  the  hypoxic  heart  might  be  more  sen- 
sitive to  tbe  usual  doses  of  digitalis  is  emphasized. 

Resumen 

Se  discute  el  cuadro  clínico  de  un  paciente  con  cor 
pulmonale  y arritmia  cardíaca  debido  a obstrucción  de 
la  vía  respiratoria,  con  atención  al  rol  de  hipoxia  y aci- 
dosis en  la  patogénesis  de  la  arritmia.  Debe  enfatizarse 
que  el  corazón  hipóxico  puede  ser  más  sensitivo  a la 
dosis  usual  de  digitalis. 
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PREVALENCE  OF  INTESTINAL  HELMINTH 
INFECTIONS  IN  6-YEAR  OLD  CHILDREN  IN 
18  MUNICIPALITIES  OF  PUERTO  RICO 

E.  Robert  Greenberg,  MD 
Frederick  A.  Ferguson,  PhD 


Surveys  conducted  in  the  past  50  years  have  shown 
that  Ascaris  lumbricoides,  Trichuris  trichiura,  and 
hookworm  are  common  intestinal  parasites  in  Puerto 
Rico  (1,  2,  3,  4,  5,  6).  These  surveys  studied  relatively 
irreproducible  samples  of  populations,  thereby  limiting 
the  possibility  for  comparison  with  future  evaluations. 
From  1953  to  1967,  while  investigating  schistosomiasis, 
our  laboratory  collected  and  examined  fecal  specimens 
from  first-grade  children  in  23  municipalities  of  Puerto 
Rico.  The  results  of  these  examinations  permit  an 
assessment  of  the  prevalence  of  intestinal  helminth 
infections  in  a well-defined  population.  We  are  pre- 
senting data  from  the  18  municipalities  surveyed  in 
1966,  the  latest  year  for  which  complete  results  are 
available. 

Materials  and  Methods 

In  autumn  of  1966,  fecal  specimens  were  requested  from 
all  first-grade  public  school  children  in  the  18  municipalities 
depicted  in  Figure  1.  Stools  were  collected  in  small  card- 
board boxes,  transferred  to  vials  with  10  percent  formalin, 
and  subsequently  examined  in  the  laboratory  by  a modified 
formol-ether  centrifugation  technique  (7,  8).  Results  were 
recorded  as  positive  or  negative  for  each  parasite,  and  were 
coded  and  entered  into  a computer  data  bank.  Because 
Necator  americanus  and  Ancylostoma  duodenale  cannot  be 
reliably  differentiated  by  examination  of  the  eggs,  they  are 
both  presented  as  hookworm  in  this  paper.  To  maximize 
homogeneity  of  the  study  population,  we  are  presenting  only 
the  data  from  children  who  were  6 years  old  at  the  time  of 
the  study. 


who  submitted  specimens,  3,089  were  male  and  2,997 
were  female.  The  prevalence  of  infection  with  the 
three  helminths  was  13.4  percent  for  Ascan's,  12.1  per- 
cent for  hookworm,  and  74.7  percent  for  Trichuris. 
We  found  little  difference  in  prevalence  between  males 
and  females  (Table  I). 

The  prevalence  of  helminth  infections  by  municipali- 
ty is  shown  in  Table  II.  Trichuriasis  was  the  most  pre- 
valent in  all  municipalities  studied,  varying  from  93  per- 
cent in  Arroyo  to  38  percent  in  Lajas.  Ascaris  ana 
hookworm  infections  were  considerably  less  common 
and  about  equal  in  overall  prevalence.  Ascariasis  ranged 
from  37  percent  in  Jayuya  to  2 percent  in  Lajas  and 
Sabana  Grande.  Hookworm  infection  varied  from  37 
percent  in  Maunabo  to  1 percent  in  Salinas.  We  often 
observed  a large  difference  between  the  hookv/orm 
and  ascariasis  prevalence  in  a given  municipality. 
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Results 
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Approximately  50  percent  of  all  first-grade  children 
provided  stool  specimens.  Of  the  6,086  6-year-old8 
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Fig.  1:  Map  of  the  municipalities  included  in  the  1966 
survey  of  intestinal  helminth  infections. 
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TABLE  I:  PREVALENCE  OF  INTESTINAL  HELMINTH  INFECTIONS  BY  SEX  OF  CHILD 


Number 

Examined 

Percent  Positive 

T richuris 

Percent  Positive 
Ascaris 

Percent  Positive 
Hookworm 

Male 

3089 

75.9 

12.9 

13.6 

Female 

2997 

73.4 

13.9 

10.6 

Total 

6086 

74.7 

13.4 

12.1 

TABLE  H:  PREVALENCE  OF  INTESTINAL  HELMINTH  INFECTION  BY  MUNICIPALITY 

6-YEAR-OLD  CHILDREN  BOTH  SEXES 

Municipality 

Number 

Examined 

Percent  Positive 
Trichuris 

Percent  Positive 
Ascaris 

Percent  Positive 

Hookworm 

Aibonito 

345 

91 

27 

13 

Arroyo 

258 

93 

30 

9 

Barranquitas 

358 

91 

18 

23 

Cabo  Rojo 

241 

63 

9 

9 

Caguas 

1420 

71 

17 

9 

Ceiba 

97 

69 

3 

4 

Guánica 

149 

61 

8 

3 

Guayama 

705 

86 

24 

7 

Jayuya 

249 

78 

37 

13 

Lajas 

201 

38 

2 

3 

Maunabo 

183 

87 

11 

37 

Naguabo 

348 

80 

6 

14 

Patillas 

341 

87 

17 

30 

Sábana  Grande 

258 

47 

2 

5 

Salinas 

76 

70 

11 

1 

San  Germán 

318 

54 

5 

11 

Vieques 

153 

76 

7 

4 

Yauco 

386 

60 

11 

10 

Discussion 

Maldonado  and  Oliver-González  have  reported  that 
the  highest  rates  of  ascariasis  and  trichuriasis  in  Puerto 
Rico  occur  in  the  elementary  school  age  group  and 
that  hookworm  infection  is  common  in  this  group  also 
(4,  S).  The  6-year-old  population  of  the  present  study 
should  therefore  provide  a reliahle  measure  of  parasite 
prevalence.  This  group,  selected  from  all  first-grade 
children,  is  accessible  for  surveillance  in  the  future  and 
in  different  localities. 

The  examination  of  a single  fecal  specimen  hy  the 


modified  formol-ether  technique  is  an  effective  proce- 
dure for  the  diagnosis  of  most  intestinal  helminth 
infection  (8).  This  method  is  only  moderately  effective 
in  recovering  infertile  .4 scan's  eggs,  however;  and  for  this 
parasite,  our  values  may  he  slightly  lower  than  the 
actual  levels.  The  values  for  Trichuris  and  hookworm 
are  prohahly  accurate.  Because  the  fecal  examination 
'was  not  done  quantitatively,  we  cannot  report  the 
number  of  heavy  or  severe  infections. 

The  extraordinarily  high  prevalence  of  trichuriasis  in 
Puerto  Rican  children  has  previously  been  observed 
(1,  2,  4).  In  only  2 of  the  18  municipalities  studied. 
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Lajas  and  Sabana  Grande,  was  the  prevalence  below 
50  percent.  Although  trichuriasis  is  generally  thought 
to  be  of  no  medical  importance  except  in  rare  cases 
of  massive  infection  (9),  this  assumption  has  not  been 
adequately  documented.  The  impact  of  trichuriasis 
on  child  health  in  Puerto  Rico  may  be  substantially 
greater  than  has  hitherto  been  recognized,  and  this 
topic  demands  further  investigation. 

Both  Ancylostoma  duodenale  and  Necator  america- 
nas occur  in  Puerto  Rico,  although  Necator  appears  to 
be  far  more  common.  The  hookworm  prevalence  of 
12.1  percent  overall  is  about  50  percent  lower  than  that 
found  by  Maldonado  and  Oliver-González  in  1955 
and  1960  in  the  6-  to  10-year  age  group  (4,  5).  Serra, 
in  1930,  reported  finding  hookworm  eggs  in  10  percent 
of  feces  from  600  elementary  school  children  in  Gua- 
yama  (1),  results  similar  to  the  7 percent  which  we 
found  there  36  years  later.  A decreasing  prevalence 
for  this  parasite  is  accordingly  difficult  to  document. 

The  ascariasis  prevalence  of  13.4  percent  is  almost 
half  that  reported  by  Maldonado  and  Oliver-González 
(4,  5,  6).  This  difference  may  be  partly  ascribed  to  the 
different  stool  examination  techniques  employed.  The 
fact  that  there  are  several  effective  drugs  for  the  treat- 
ment of  Ascaris  and  hookworm  infection  may  also  lower 
their  prevalence  as  opposed  to  Trichuris,  against  which 
no  adequate  drug  is  available  (10). 

The  most  striking  finding  of  this  survey  is  the  great 
geographical  variation  in  the  distribution  of  these 
parasites,  a finding  previously  noted  by  Weller  and 
Dammin  in  a survey  of  military  recruits  from  Puerto 
Rico  (3).  In  our  study,  high  rates  of  Trichuris  infec- 
tion tended  to  be  associated  with  high  rates  for 
Ascaris  and  hookworm  as  well.  The  pattern  is  far  from 
consistent,  and  several  municipalities  had  relatively 
high  prevalence  for  one  parasite  with  relatively  low 
prevalences  for  the  others.  The  factors  influencing 
these  geographic  distributions  appear  to  be  multiple 
and  are  beyond  the  scope  of  the  present  report. 

Summary 

We  present  data  from  a 1966  survey  of  intestinal 
helminths  in  6,086  6-year-old  first-grade  school  children 
from  18  municipalities  in  Puerto  Rico.  A formol-ether 
egg  concentration  technique  was  used.  Trichuriasis 
was  the  most  common  helminth  infection  in  all  munici- 
palities, with  an  overall  prevalence  of  74.7  percent.  The 
prevalence  of  ascariasis  was  13.4  percent,  and  of  hook- 
worm infection,  12.1  percent.  We  observed  wide  varia- 
tions in  the  geographic  distribution  of  the  parasites. 


The  method  of  this  survey  is  reproducible,  and  the 
data  can  serve  as  a base  line  for  comparison  with  future 
studies. 

Resumen 

Consiste  esta  información  en  la  presentación  de  los 
datos  concernientes  a la  encuesta  para  helmintos  intes- 
tinales realizada  en  1966  entre  6,086  escolares  de  primer 
grado  (6  años  de  edad)  y pertenecientes  a 18  municipios. 
Se  usó  un  método  de  concentración  de  formol-éter. 

La  trichuriasis  fue  la  infección  helmíntica  más  común 
en  todos  los  municipios  con  una  prevalencia  general  de 
74.7  por  ciento.  La  prevalencia  para  ascariasis  fue  de 
13.4  por  ciento  y para  la  uncinariasis  de  12.1  por  ciento. 
Se  observó  una  amplia  variación  en  la  distribución  geo- 
gráfica de  las  parasitosis.  El  método  usado  en  esta  en- 
cuesta es  reproducible  y los  datos  obtenidos  pueden 
servir  como  base  de  comparación  con  futuros  estudios. 
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PRUEBA  DE  ELONGACION  DE  LAS  RAICES  " 

SACRO  LUMBARES  EN  RADICULOPATIAS 

Juan  Rodríguez  del  Valle,  MD 


En  nuestra  práctica  neurológica  a diario  nos  llegan 
pacientes  para  evaluación  con  dolores  de  la  es- 
palda baja.  Gran  parte  de  estos  casos  son  pacientes 
que  buscan  una  ganancia  secundaria  a sus  padecimien- 
tos. Es  para  el  neurólogo  muy  difícil  el  ser  objetivo 
y hacer  justicia  en  estos  casos.  La  mayoría  de  estos 
pacientes  esperan  ser  diagnosticados  de  Hernia  Discal, 
ya  que  la  incapacidad  aplicada  es  mayor.  Las  pruebas 
que  utilizamos,  la  mayoría  de  las  veces,  son  conocidas 
por  ellos  por  haberles  sido  practicadas  anteriormente 
por  un  gran  número  de  médicos. 

Clásicamente  utilizamos  en  la  clínica  las  siguientes 
pruebas: 

1.  El  S.L.R.  (Straight  Leg  Raising).  El  paciente 
estando  en  decúbito  supino  eleva  la  pierna  estirada. 

2.  La  prueba  de  Lassegue  que  describiremos  más 
adelante. 

3.  Ordenamos  al  paciente  pararse  en  puntillas  y en 
los  talones  y lo  vemos  caminar  en  estas  posiciones. 

4.  Observamos  la  flexión  anterior  posterior  y de 
lateralidad  del  cuerpo. 

5.  Palpamos  y percutimos  los  espacios  interver- 
tebrales  y paraveítebrales. 

Ultimamente  se  ha  publicado  la  prueba  del  reflejo 
del  dedo  gordo  del  pie  con  mucha  validez  en  las  Her- 
nias Discales  del  segmento  o raíz  L5.  La  pmeba 
de  Lassegue  fue  descrita  en  el  1881  por  su  discípulo 
J.  J.  Forst  (1).  Consiste  esta  prueba  en  dos  manio- 
bras: con  el  paciente  acostado,  el  examinador  le 

eleva  la  pierna,  ésta  estirada,  produciéndose  dolor 
a nivel  de  la  región  glútea  o sacro  lumbar  a un  ángulo 
aproximadamente  de  45°  si  es  positivo.  En  disco 
agudo  basta  con  la  ligera  elevación  para  producir  este 
dolor.  En  esta  prueba  a veces  el  paciente  se  queja 
de  dolor  a nivel  de  la  corva,  no  siendo  ésto,  signo  de 
positividad.  La  segunda  prueba,  el  paciente  en  decú- 


Presentado  en  ¡a  convención  Sentí  anual  de  la  Asociación 
Médica  de  Puerto  Rico,  Junio  de  1970.  De  la  sección  de 
Neurología,  Departamento  de  Medicina  del  Hospital  Univer- 
sitario y Escuela  de  Medicina. 


bito  supino  el  examinador  con  mucho  cuidado  y cau- 
tela le  flexiona  la  pierna  contra  el  muslo;  tratando 
de  no  producirle  dolor  con  ningún  movimiento  brusco. 
Para  ser  positiva  tiene  que  producirse  dolor  en  la  pri- 
mera prueba,  no  produciéndose  el  dolor  en  la  segunda 
prueba.  Esta  segunda  prueba  es  la  que  se  confunde 
muchas  veces  con  la  prueba  de  Kemig:  ésta  consiste 
en:  primero  flexionar  la  pierna  contra  el  muslo  para 
luego  estirarla.  Se  produce  en  ella  dolor  en  la  columna 
y flexión  de  la  pierna  contralateral.  La  prueba  de 
Lassegue  al  igual  que  el  “S.  L.  R.”  es  con  el  fin  de 
producir  el  estiramiento  de  las  raíces  y del  nervio 
ciático.  Otras  pruebas  que  utilizamos  con  el  mismo 
fin  de  producir  elongación  del  nervio  ciático  son: 

1.  Prueba  de  Gowers,  flexionando  el  pie  dorsal- 
mente estando  la  pierna  estirada  y el  paciente  en 
decúbito  supino. 

2.  Prueba  de  Wartenberg  con  la  pierna  extendida 
se  le  produce  al  paciente  una  rotación  interna. 

3.  Prueba  de  Bonnet  con  la  pierna  en  abducción 
se  rota  ésta  hacia  adentro. 

4.  Signo  de  Neri  son  dos: 

a.  Es  la  incapacidad  de  cojer  algo  del  suelo  sin 
flexionar  la  rodilla. 

b.  Estando  acostado  el  paciente  intentará  sen- 
tarse en  la  cama  con  los  brazos  cruzados  al  pecho 
sin  doblar  las  rodillas;  se  produce  en  ésta,  dolor  en 
la  región  sacro  lumbar. 

5.  Prueba  de  Bragard  consiste  en  flexionar  el  dedo 
gordo  del  pie  estando  la  pierna  estirada  y elevada. 

En  todas  estas  pruebas  el  paciente  está  acostado 
a excepción  de  la  segunda  prueba,  de  Neri.  El 
problema  con  el  cual  nos  confrontamos  con  estos 
pacientes,  es  que  al  ordenarles  acostarse  en  la  canrilla, 
algunos  exhiben  una  representación  teatral  de  expre- 
sión de  dolor  y movimientos  raros,  con  el  fin  de 
engañar  al  examinador.  Nuestra  prueba  consiste  en 
evitar  que  el  paciente  haga  alardes  de  sus  habilidades 
teatrales  y poder  obtener  una  visión  más  objetiva 
del  caso.  Estando  el  paciente  de  pie,  fisiológicamente 
las  vertebras  están  bajo  presión  soportando  todo  el 
peso  del  cuerpo.  Si  el  paciente  está  acostado  estará 
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Figure  1 

más  relajado  y la  columna  vertebral  con  menos  pre- 
sión. 

La  prueba  sigue  las  normas  de  elongación  del  nervio 
ciático,  pero  en  una  forma  más  sutil. 

Se  le  ordena  al  paciente  ponerse  de  pie  y extender 
la  pierna  afectada  hacia  adelante  a un  ángulo  aproxima- 
do de  15°a  30°(Fig.  1)  apoyándose  en  la  pierna  sana. 
Luego  se  ordena  flexionar  dorsalmente  el  pie  estando 
el  talón  apoyado  al  suelo  (Fig.  2). 

Normalmente  y ésto  lo  puede  confirmar  el  propio 
examinador,  se  produce  un  dolor  en  los  músculos 
gemelos  de  la  pierna  y en  el  ángulo  dorsal  del  pie 
(Fig.  2).  Pero  en  los  pacientes  donde  hay  irrita- 
ción del  nervio  ciático  se  produce  dolor  en  el  sitio 
donde  esté  la  causa  irritante.  Si  es  una  herniación 
discal  a nivel  de  la  región  sacro  lumbar,  el  dolor 
será  a este  nivel  (Fig.  3).  Los  pacientes  refieren 
el  dolor  la  mayoría  de  las  veces  como  en  forma  de 
punzadas.  Al  paciente  se  le  puede  ayudar  (ya  que’  al- 
gunos de  ellos  muchas  veces  alegan  no  poder  volun- 
tariamente flexionar  dorsalmente  el  pie)  haciendo  pre- 
sión contra  la  planta  del  pie  el  pie  del  propio 
examinador  '(Fig.  4). 

Hay  que  tener  cierto  cuidado  al  flexionar  el  pie 
porque  el  dolor  que  ocasiona  puede  hacerle  perder 
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el  equilibrio  al  paciente  y hacerlo  caer.  Muchos  pa- 
cientes llevan  el  cuerpo  hacia  atrás  y así  alivian  un 
poco  el  dojor;  otros  se  agarran  al  examinador  con 
fuerza  quejándose  de  dolor.  La  prueba  se  repite  en 
la  otra  pierna  y así  comparamos  ambas.  Para  los 
simuladores  se  le  pregunta  donde  es  que  le  duele; 
si  le  duele  a nivel  de  los  gemelos  o en  el  ángulo 
dorsal  del  pie  (que  ya  sabemos  es  normal)  estos 
inmediatamente  así  lo  dejan  saber.  Muchas  veces 
estos  simuladores  alegan  que  en  la  pierna  buena, 
no  afectada,  no  sienten  absolutamente  ninguna  mo- 
lestia haciendo  premeditadamente  la  comparación. 

Conclusión 

Esta  es  una  prueba  sencilla  y fácil  de  hacer.  El 
estar  el  paciente  de  pie  todas  las  estructuras  de  la 
columna  vertebral  están  más  afectadas  por  la  compre- 
sión fisiológica  de  las  vertebras.  Esto  lo  sabemos 
nosotros,  pero  el  paciente  psicológicamente  no  lo 
cree  así  ya  que  primeramente  le  ordenamos  pararse 
en  la  pierna  no  afectada,  además  al  no  tener  el  trauma 
de  acostarse  en  la  camilla,  no  sabe  cual  es  la  respuesta 
que  esperamos  recibir,  dándonos  así  la  oportunidad 
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de  emitir  una  impresión  justa.  Aunque  la  experiencia 
mayor  que  hemos  tenido  es  en  la  diferenciación  entre 
las  hernias  discales  sacro  lumbares  y los  esguinces 
lumbares,  fibromiositis  y miositis  hemos  tenido  un 
caso  de  tumor  del  nervio  ciático  a nivel  de  la  región 
superior  del  muslo,  donde  la  prueba  fue  positiva,  pre- 
sentando el  paciente  dolor  a ese  nivel. 
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En  las  hernias  discales  sacro  lumbares  el  dolor 
es  irradiado  a la  pierna  afectada  desde  la  región 
sacro  lumbar.  Esto  es  lo  que  nos  da  la  positividad, 
pudiendo  compararlo  con  la  pierna  buena  que  el  dolor 
es  a nivel  de  los  gemelos  o dorso  del  pie. 

El  propósito  de  este  trabajo  preliminar,  es  dar  a 
conocer  este  signo  para  que  otros  compañeros  puedan 
evaluarlo  y desarrollen  criterios  propios  en  relación 
a la  diferencia  que  presenta  con  las  otras  pruebas 
enumeradas  y bien  conocidas  por  todos. 

En  otro  trabajo  que  estamos  preparando,  daremos 
a conocer  las  estadísticas  comparativas  y confirmación 
con  los  estudios  especiales  practicados  a los  pacientes 
estudiados. 

Summary 

Low  back  pain  is  a very  frequent  symptom.  Many  of 
the  patients  who  present  this  complaint,  due  to  secon- 
dary gains,  exaggerate  or  mimic  the  clinical  picture. 
There  are  many  tests  to  confirm  lower  lumbar  nerve 
root  compression  and  some  used  by  the  author  are 
described.  A new  test  is  described,  which  is  not  known 
to  the  patients,  and  is  a simple  maneuver  with  sound 
physiologic  basis.  The  author  has  had  success  in  dif- 
ferentiating disc  herniations,  lumbar  sprain,  fibromyo- 
sitis  and  myositis  with  this  test.  A case  of  siatic  nerve 
tumor  also  gave  a positive  response  to  this  test. 
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NOTICIAS 


RHCENTS  RELEASE  RIJHLIC  STATEMENT  ON  PROFES- 
SIONAL LIABILITY  INSURANCE 

Editor’s  note:  The  following  statement  was  mailed,  in  the  form 
of  a news  release,  to  science  writers,  general  and  speciality  me- 
dical publications  and  the  wire  services  on  November  12,  1970. 
The  introductory  remarks  by  C.  Rollins  Hanlon,  director  of  the 
College,  were  also  sent  to  the  named  media  representatives. 

It  is  highly  unusual  for  the  Regents  of  the  American  College 
of  Surgeons  to  issue  public  statements  on  medical  problems. 
In  view  of  the  increasingly  serious  situation  regarding  professio- 
rml  liability  insurance,  I have  been  asked  by  the  Regents  to  give 
the  widest  possible  circulation  to  the  attached  statement. 

THE  REGENTS  OF  THE  AMERICAN  COLLEGE  OF  SUR- 
GEONS feel  obligated  to  inform  the  public  that  the  rising 
number  of  lawsuits  against  physicians  is  seriously  threatening 
tile  quality  of  surgical  care  and  increasing  its  cost  to  patients. 

Some  surgeons  feel  compelled  to  treat  patients  under  a 
concept  which  stresses  avoidance  of  litigation  rather  than  the 
application  of  their  best  clinical  judgment. 

Instead  of  attempting  procedures  which  may  cure  the 
patient,  but  have  a higher  risk  of  failure  and  exposure  to  the 
threat  of  a lawsuit,  some  surgeons  may  prefer  to  use  standard, 
proved,  conservative  metliods  which  might  bring  relief  to  the 
patient,  but  will  not  cure  him. 

The  ra.sh  of  lawsuits  has  driven  many  other  surgeons  to  still 
anotlier  extreme.  To  protect  lliemselves  against  possible  liti- 
gation, tliey  arc  being  forced  to  order  costly  tests  and  elaborate 
x-rays  which  under  nomial  conditions  would  not  be  required. 

It  is  not  generally  appreciated  by  the  public  that  hazards 
are  inlierent  even  in  well  establislied  surgical  procedures.  The 
practice  ot  medicine  is  a combination  of  art  and  science. 
Even  lliougli  medicine  as  a science  is  highly  advanced,  a precise 
result  in  treatment  never  can  be  guaranteed.  Although  the 
physician  may  demonstrate  the  highest  possible  knowledge  and 
.skill  so  that  a jury  would  not  be  expected  to  find  fault  with  his 
aetion.s.  it  still  might  find  against  the  doctor,  simply  because 
tlie  doctor  has  insurance  and  the  patient  had  a bad  result. 

To  protect  himself  against  unexpected  litigation,  a surgeon. 


like  an  automobile  driver,  must  have  adequate  liability  insurance. 
Because  insurance  companies  are  being  required  to  pay  out 
larger  and  larger  compensation,  they  are  finding  it  necessary 
to  raise  their  premiums  for  doctors.  Several  insurance  companies 
have  ceased  to  issue  professional  liability  insurance.  In  Hawaii, 
as  well  as  in  certain  southwestern  and  western  states,  many 
surgeons  are  faced  with  non-renewal  of  their  policies  even 
though tthey  never  have  been  involved  in  any  medico-legal  action. 
This  may  force  some  surgeons  to  give  up  their  practice,  there- 
by aggravating  the  problem  of  an  already  deficient  supply  of 
physicians. 

The  Regents  of  the  American  College  of  Surgeons  believe 
tlie  problem  extends  beyond  the  profession  and  requires  in- 
creased public  awareness  for  its  solution. 

Reproduced  from  the  Bulletin  of  the  American  College  of 
Surgeons  — January  1971  Vol.  56  No.  I. 


The  American  College  of  Physicians  presents  the  following 
Postgraduate  Courses: 

“Diabetes  — An  International  Review  — The  50th  Anni- 
versary of  Insulin"  — October  21-23,  1971.  Meeting  Place: 
Indiana  University  School  of  Medicine,  Myers  Auditorium, 
Marion  County  General  Hospital,  960  Locke  Street,  Indiana- 
polis, Indiana. 

“Respiratory  Pathophysiology"  — November  1-5,  1971. 
Meeting  Place;  Royal  Victoria  Hospital,  Main  Amphitheatre, 
Third  Floor,  Medical  IPing,  Montreal,  Quebec. 

“Current  Concepts  of  Clinical  Infectious  Diseases"  — No- 
vember 3-5,  1971.  Meeting  Place:  University  of  Virginia, 
Medical  School  Amphitheatre  and  Boar’s  Head  Inn  Conference 
Center. 

Please  send  all  registration,  requests  for  information,  and 
application  to:  Registrar,  Postgraduate  Courses,  American 
College  of  Physicians,  4200  Pine  Street,  Philadelphia,  Penn- 
sylvania, 19104. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYiVlYXiN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


when 

iS-l  symptoms 
idemand 
a potent 
synthetic 
anticholinergic 


move  up  to 
“the 

response” 

In  treating  hypersecretion  and  hypermotiiity 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotiiity. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul*  2 mg. 

FOI*tC  (glycopyrrolate) 


INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
ndicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
icute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
Jvailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
nended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
;2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis, 'chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PFI 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital,  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PFI  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief,  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PFI  Forte  (glycopyrrolate,  2 mg,,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AFIR/2  in  bottles  of  100  and  500.  A.  FI.  Robins  Company,  Richmond,  Va. 
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The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  T Still  Si  111  0 

urinary  retention.  Caution  ambulatory  patients  that  drowsi- 


ness may  result. 


LP 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indiahapolis  (Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


Your  continuing  cooperation  with  the  American  Association 
‘of  Medical  Assistants  has  been  generous.  With  your , 
support  our  organization  has  achieved  a membership. of 
14,000  medical  assistants  in  more  than  400  chapters  inx 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the  ‘ 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has;- 

. 

• Established  and  conducted -a  certification  program  as  an  incen- 
tive to  self-education. 

} H - • 

; * Developed  curricula  for  medical  assisting  programs  in 

hundreds  of  junior  and  community  colleges. 

• Carried  on  a contitiuing  education  program  for  medical  assistants 

through  seminars,  workshops  and  a professional  bi-monthly 
journal.  r: 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 

medical  profession  as  a whole.  ’ 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  tQ,.s 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

. American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medicai  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name  

business  Address Phone 

(Stréet) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County 

Name  of  Assistants:  Address: 


P.S-  AAMA  bylaws  provide  that  the 
assoclatlort,  “Is  not.  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Clip  and  mall  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 


Cuando  comen  lo  que  les  gusta 
y no  lo  que  deben... 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Unicap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 

Cada  tableta  contiene; 

Vitamina  A 1.5  mg. 

Vitamina  D 10  mcg. 

Mononitrato  de  Tiamina  (B-1)  10  mg. 

Riboflavina  (B-2)  10  mg. 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  300  mg. 

Niacinamida  100  mg. 

Clorhidrato  de  Piridoxina  (B-6)  2 mg. 

Pantotenato  de  Calcio  20  mg. 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina)  20  mg. 

Vitamina  E 30  Unidades  Internacionales 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  10  mg. 

Yodo  (como  yoduro  de  potasio)  0.15  mg. 

Calcio  (como  carbonato)  50  mg. 

Cobre  (como  sulfato)  1 mg. 

Manganeso  (como  sulfato)  1 mg. 

Magnesio  (como  sulfato)  6 mg. 

Potasio  (como  sulfato)  5 mg. 

Poso/og/a;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 

Presentación:  Frascos  de  30  y 90 

PR  1969 

I MARCA  REGISTRADA  EN  E.U.A.!  UNICAP  THERAPEUTIC 

■HUÍÉIIÉB  UPJOHN  INTER-AMERICAN  CORPORATION  / CAPARRA / PUERTO  NUEVO 


When  disease  is  mled  out 
and  psychic  tension  is  implicated 

\álium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  reUef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjuncüvely  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
sti£F-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  hbido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  byperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2M  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  212  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Vahum®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-Dose’^  “'  packages  of  1000. 


Roche  Laboratories 
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Nutley,  N.J.  07110 
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Patients  fell  asleep  quickl}i 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomniaJ'2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  In  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  In 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

Refsrencss:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Steep."  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston.  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,1971, 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 


and  slept  through  the  night 


On 

Dalmane 
(flurazepam  HCI) 


. -i- 


\verage  sleep  laboratory  measurements  in  cited  studies 
’Parameter  Before  Dalmane  On  Dalmane 


rime  required  to  fall  asleep 
Wake  time  after  onset  of  sleep 
(lumber  of  wakeful  periods  after 
onset  of  sleep 
'ottil  sleep  time 
'otat  sleep  percent 


33,6  min. 

17.6  min. 

48.7  min. 

22.6  min. 

12.2 

8.4 

420.0  min. 

447.6  min. 

88.6 

94.5 

utinical  effectiveness  as 
proven  in  the  sleep  laboratory 

Palmane^ 

’flurazepam  HCO 

Pne  30-mg  capsule  h.s.-* usual  adult  dosage, 
i^e  15>mg  capsule  h.s.— initial  dosage  for 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
indications;  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies, 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fail- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  GÍ  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g..  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ Sw  Roche  Laboratories 
< ROCHE > Division  of  Hoffmann -La  Roche  Inc. 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibil  ity  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  /Idrierje  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  resdessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  7764.9 

- 


Ti 


■ u/M-  JiS  A. 

library  of  medicine 

pOCTOM 

Ib  NOV  1971 

BOLETIN 

ASOCIACION  MEDICA  DE  PUERTO  RICO 


Organo  Oficial 

JUNTA  EDITORA: 

Jorge  0.  Just  Viera,  Presidente 
José  L.  Cangiano 
Herman  J.  Flax 
Osvaldo  González 
Norman  Maldonado 
F.  Hernández  Morales 
Francisco  Olazábal,  Jr. 

José  A.  Pereyó 
Nathan  Rifkinson 
Emilio  Torres  Reyes 


Fundado  en  1903 


SECRETARIO  DE  REDACCION 

Sr.  Gregorio  Díaz 

ASESORES 

Julio  Víctor  Rivera 
José  E.  Sifontes 
Mario  R.  García  Palmieri 


ondM  IldliIrtntNi; 

Edificio  de  la  Asociación  Módica  de  Pueno  Rico,  Ave.  Fer- 
nindet  Juncos  Núm.  1S05,  Apartado  de  Correos  9387.  Santuroe. 
Puerto  Rico  00908.  Tel.  725^969. 


AmmcIm  y SncfIpcioMtt 

£1  Boledn  se  publica  mensualmente.  £1  prede  de  suscripcio- 
nes es  de  35.00  por  afto.  Todo  material  de  anuncio  está  sujeto 
a aprobación  por  la  Junu  Editora. 


Podrán  ordenarte  reimpresos  de  los  artículos  a publicarse 
cuando  se  reciba  notificación  de  su  aceptación. 

Second  class  postage  paid  at  San  Juan,  Puerto  Rico. 


New  warmth 
for  the  newborn 


BASSINET  R24  RESUSCITATOR 
WITH  RADIANT  HEAT 

■ For  the  critically  ill  newborn  and 
distressed  premature  infants 

■ Even  distribution  of  infrared 
radiant  heat 

■ Solid  state  dual  controls  for  heat 
selection 

■ Built-in  fluorescent  light 

■ Built-in  ambient  temperature 
thermometer 

■ And  all  the  standard  Kreiselman 
Bassinet  Resuscitator  features: 
resuscitation,  inhalation, 
aspiration.  Cylinders  and 
pipeline  models 


For  more  details  please  phone  or  write  lor  Catalog  1832 
or  contact  your  Ohio  Representative. 


Radiant  Heater  Kit  Available:  Kreiselman 
Bassinet  Series  24  Resuscitators  now  in 
use  may  be  quickly  and  economically 
modified  with  a radiant  heater  kit  which 
includes  frame,  heater,  light,  mattress, 
and  thermometer. 


General  Gases  & Supplies  Corp. 


Calle  Manuel  Camuñas  No. 
Urb.  Ind.  Tres  Monjitas 

HATO  REY 
765-7445  . 


10 


Ave.  Central  cruce 
Carr.  Guaynabo 

GUAYNABO 

7634515 


Cond.  Los  Flamboyanes 
Ave.  65  Infantería 

RIO.  PIEDRAS 
765-7445 


Calle  Barbosa  No.  11 

BAYAMON 

765-6090 


Cai;e  Jaspe  No.  21 
Centro  Com.  Villa  Blanca 

CAGUAS 

743-6595 


Ave.  Muñoz  Rivera 
esq.  Ave.  Expreso 
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FAMILIAS  CON  NIÑOS  PRESUNTAMENTE 

MALTRATADOS 


Gladys  L.  Betancourt,  TS 


El  presente  estudio  es  fruto  de  una  labor  colectiva 
llevada  a cabo  por  15  estudiantes  de  la  Escuela  de 
Trabajo  Social  de  la  Universidad  de  Puerto  Rico.*  In- 
tentemos determinar  las  características  socioeconómicas 
de  60  familias  con  niños  presuntamente  maltratados  que 
habían  recibido  tratamiento  médico  en  los  Hospitales  de 
la  Capital  y Universitario,  o asistencia  en  la  Secretaría  de 
Servicios  Sociales,  desde  1960  hasta  1970.  Nos  motivó 
a e'io  el  habernos  topado  — durante  práctica  supervisada 
de  trabajo  social  en  el  Centro  Médico  de  Puerto  Rico  — 
con  dos  situaciones  en  las  que  se  sospechó  maltrato  in- 
fantil. 

Metodología 

Hipótesis 

A la  luz  de  la  experiencia  profesional  antes  citada  y de 
los  hallazgos  de  estudios  llevados  a cabo  previamente  en 
Estados  Unidos  de  Norte  América,  especialmente  por  Helfer 
y Kempe  y Young,  fonnulamos  dos  hipótesis  principales 
(1,  2). 

Subdividimos  cada  una  en  otras,  dependientes  de  aquéllas. 
Estas  fueron,  a saber:  que  los  padres  o encargados  de  los 
niños  presuntamente  maltratados  tem’an  las  siguientes  carac- 
terísticas sociales:  edad  entre  18  y 30  años;  escolaridad  de 
cuarto  a octavo  grado;  patrones  rígidos  de  comportamiento 
impuesto  a sus  hijos  menores  de  tres  años,  consistentes  en 
esperar  que  los  niños  dominaran  sus  esfínteres  antes  de  los 


* - Fueron  coautores  de  esta  tesis:  Raquel  A.  Berrios  de 
Bonilla,  Gladys  L.  Betancourt,  Edda  Violeta  Colón  de  Mirabal, 
Virginia  Chinea  Rivera,  Ida  E.  Delerme  Colón,  Ada  A.  Díaz 
Miranda,  Ingrid  Laffitte,  Gustavo  Mirabal  Naveira,  Lourdes 
Quesada  Silvestrini,  Marta  Mercedes  Ramos  Ortiz,  Alejandrina 
Rivera  Vicente,  Teresa  Rodríguez,  Ada  Myriam  Rodríguez, 
Ana  Nilsa  Tellado  y Angélica  Varela  Llavona,  todos  candidatos 
al  grado  de  Maestro  en  Trabajo  Social  conferido  por  la  Escuela 
de  Trabajo  Social  Beatriz  Lasalle  del  Colegio  de  Ciencias  Sociales 
de  la  Universidad  de  Puerto  Rico.  La  tesis  fue  dirigida  por  la 
señora  Antonia  Suárez  de  Ortiz,  Catedrática  Auxiliar  en  dicha 
Escuela,  y fue  sometida  en  diciembre  de  1970. 


Ponencia  leída  en  la  sesión  anual  de  la  Sección  de  Pe- 
diatría de  la  Asociación  Médica  de  Puerto  Rico,  San  Juan 
Puerto  Rico,  1 1 de  febrero  de  1971. 


18  meses  de  edad,  que  tuvieran  una  buena  coordinación 
muscular  como  podría  reflejarse  en  pretender  que  comieran 
sin  demora,  manteniéndose  limpios  y quietos,  y que,  además 
tuvieran  hábitos  de  higiene  tales  como  peinarse,  lavarse  la 
cara  y manos  solos,  y mantenerse  limpios  todo  el  día;  pa- 
trones de  comportamiento  igualmente  severos,  impuestos  a 
hijos  de  siete  a 12  años,  ejemplificados  por  la  exigencia 
de  que  regresaran  de  la  escuela  directamente  a su  hogar; 
relaciones  maritales  caracterizadas  por  celos,  el  temor  de 
perder  el  afecto  de  su  cónyuge  y una  comunicación  pobre 
en  parejas  casadas  legalmente;  relaciones  con  los  vecinos  de 
pobre  calidad  también.  Que  esos  padres  o encargados  tem'an, 
además,  las  siguientes  características  económicas:  un  ingreso 
familiar  anual,  igual  o inferior  a $5,000,  y un  estilo  de  vida 
en  el  que  el  jefe  de  familia  — proveedor  de  ésta  — gozaba 
de  un  empleo  permanente  y administraba  él  mismo  los  bienes. 

Diseño  y Muestra 

Se  empleó  un  diseño  exploratorio  de  una  celda  en  un  solo 
tiempo.* 

La  muestra  consistió  de  36  casos  que  habían  recibido 
tratamiento  en  los  Hospitales  de  la  Capital  y Universitario, 
casos  en  que  se  sospechaba  maltrato  infantil.  Incluimos,  ade- 
más, 24  casos  de  la  Secretaría  de  Servicios  Soci^es,  de  San 
Juan  I,  Río  Piedras  y Nemesio  Canales;  estos  24  casos  fueron 
seleccionados  aleatoriamente  de  entre  un  total  de  54  que  aten- 
día el  Servicio  de  Protección  de  Menores.  \ 

La  muestra  original  contaba,  pues,  con  60  casos.  .§e  redujo, 
sin  embargo,  a la  misma  mitad  porque  no  fue  posible  entrevistar 
a los  otros  30.  Nos  dimos  con  los  siguientes  impedimentos: 
direcciones  falsas  o incompletas,  familias  que  se  habían  mu- 
dado sin  dejar  sus  nuevas  señas  y otras  que  residían  fuera 
de  Puerto  Rico.  Una  familia  rehusó  la  entrevista.  Las  entre- 
vistas se  celebraron  en  el  hogar  de  cada  familia  durante  la  semana 
del  24  de  julio  al  1ro.  de  agosto  de  1970. 

Definición 

Entendemos,  por  maltrato  físico,  daño  somático  no  acci- 
dental que  provoca  fracturas  múltiples  con  localización  y signos 


* - Diseño  exploratorio:  el  que  se  utiliza  cuando  la  finalidad 
del  estudio  es  la  de  obtener  mayor  conocimiento  sobre  las 
características  pertinentes  a un  problema  o área  de  interés  sobre 
el  que  no  se  sabe  mucho  (3).  Diseño  de  una  celda:  es  aquel 
mediante  el  cual  se  observa  un  solo  grupo  o población  de  sujetos 
o fenómenos  (4).  Diseño  de  un  solo  tiempo:  aquel  en  el  cual 
la  observación  se  hace  en  un  momento  específico  (4). 
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radiológicos  característicos,  contusiones,  dislocaciones  y hema- 
tomas, causado  a niños  por  personas  que  se  supone  que  los 
protejan.* 

Hallazgos 

En  12  de  las  familias  estudiadas  se  corroboró  maltrato 
físico  de  algunos  de  sus  hijos.  Observaciones  hechas  du- 
rante las  entrevistas  nos  permitieron  confirmar  la  sos- 
pecha, en  esas  12,  que  a cada  entrevista  llevábamos. 

Diez  de  esas  12  familias  residían  en  la  zona  urbana; 
6 de  las  parejas  de  padres  estaban  casadas  legalmente;  la 
edad  de  estos  padres  variaba  entre  los  21  y 67  años,  con 
una  mediana  — para  los  varones  — de  43  años,  y — para 
las  mujeres  — de  31.  Diez  solamente  de  los  24  progeni- 
tores eran  analfabetos  funcionales,  es  decir  tenían  4to. 
grado  de  instrucción  o menos.  En  3 de  esas  12  familias, 
solamente  el  padre  maltrataba;  en  otras  4,  la  madre 
nada  más;  en  5,  ambos.  Estas  12  familias  tenían,  en 
conjunto,  85  miembros,  con  un  promedio  de  8 por 
familia.  La  mediana  de  la  edad  de  los  niños  maltratados 
es,  en  la  actualidad,  9 años;  la  mediana  de  su  edad 
cuando  fueron  maltratados  resultó  ser  de  20  meses. 

Cinco  de  esos  niños  fueron  atendidos  en  el  Hospital 
Universitario,  1 por  fractura  de  cráneo,  2 por  fráctura 
de  fémur,  1 por  fractura  en  una  mano  y 1 por  lacera- 
ción de  la  vagina.  El  paciente  del  Hospital  de  la  Capital 
fue  recluido  allí  por  bronquiolitis  y lesiones  infectadas 
de  la  piel;  había  sido  abandonado  por  la  madre.  Todos 
esos  6 niños  viven  en  la  actualidad;  4 son  de  edad  esco- 
lar hoy  día,  pero  uno  no  asiste  a la  escuela;  de  los  otros 
2,  una  fue  colocada  en  un  hogar  de  crianza  —donde 
permanece—  y otro  vive  con  el  padre. 

Corroboramos  algunas  de  nuestras  hipótesis:  las  que 
se  refieren  a la  instrucción  escolar  de  los  padres,  a los 
patrones  de  conducta  impuestos  a sus  hijos  de  7 a 12 
años,  a la  legalidad  de  la  unión  marital  y a la  de  temer 
perder  el  afecto  del  cónyuge. 

No  confirmamos  las  demás  hipótesis,  particularmente 
la  que  planteamos  en  relación  con  la  edad  de  los  padres 
y con  los  patrones  de  comportamiento  impuestos  a sus 
hijos  menores  de  3 años.  Encontramos,  además,  que  la 
comunicación  entre  padre  y madre  parecía  ser  satisfacto- 
ria. 

Recomendaciones 

Sugerimos: 

1ro.,  que  se  prosiga  y amplíe  esta  investigación,  tal 
vez  por  algunos  de  los  futuros  grupos  de  estudiantes 

* - Modificada  de  la  que  propuso  D.  G.  Gil  (1). 


de  la  Escuela  de  Trabajo  Social,  aprovechando  como 
documento  de  base  nuestra  tesis,  dándole  — incluso— 
seguimiento  a los  casos  que  estudiamos  (hemos  sabido 
que  una  de  las  niñas  fue  atropellada  nuevamente  des- 
pués de  que  terminásemos); 

2do.,  que,  para  ulteriores  encuestas,  se  evalúe  la 
planilla  utilizada  en  el  presente  estudio:  no  se  previó 
en  ella,  por  ejemplo,  para  la  eventualidad  de  que  el  padre 
viviese  fuera  del  hogar;  tampoco  se  prestó  bien  esta 
planilla  —es  nuestro  parecer—  para  obtener  prueba  clara 
de  que  había  maltrato; 

3ro.,  que  se  establezca  en  la  División  de  Protec- 
ción a Menores  de  las  agencias  de  Servicios  Sociales, 
un  sistema  de  clasificación  de  las  distintas  clases  de 
atropello  (abuso,  maltrato,  negligencia)  a niños,  y un 
registro  que  permita  identificar  y localizar  mejor  las 
familias; 

4to.,  que  se  estiidie  y revise  la  ley  para  hacer  obli- 
gatorio el  referimiento  a la  Secretaría  de  Servicios 
Sociales  de  los  casos  en  que  se  sospeche  maltrato  in- 
fantil; 

5to.,  que  se  fortalezca  el  Servicio  de  Protección  a 
Menores  en  la  Secretaría  de  Servicios  Sociales  para 
que  las  situaciones  de  maltrato  infantil  se  atiendan 
cabal  e intensamente. 

Summary 

This  report  is  based  on  a thesis  submitted  by  15 
students  of  the  University  of  Puerto  Rico’s  School 
of  Social  Work,  as  a prerequisite  for  their  Master’s 
degree.  The  socio-economic  characteristics  of  60 
families  in  which  the  battered  child  syndrome  (B.  C.  S.) 
was  suspected  to  occur,  were  studied. 

Twenty-four  of  these  families  were  known  to  the 
Commonwealth  Department  of  Social  Services;  26  had 
a child  treated  at  the  University  Hospital  or  at  the  San 
Juan  City  Hospital  because  of  trauma,  child  abuse  having 
been  suspected.  Only  30  of  the  original  60  families 
chosen  for  the  study  could  be  located  and  interviewed. 
The  interviews  were  conducted  during  the  week  ending 
on  August  1,  1970. 

Battering  of  children  was  confirmed  in  12  families, 
10  of  which  lived  in  an  urban  area.  In  3 of  the  12,  the 
father  alone  was  responsible;  in  4,  it  was  the  mother; 
in  5,  both  had  engaged  in  maltreatment. 

These  parents  were  found  to  be  older  than  expected, 
to  have  a primar)?  school  (4th-8th  grade)  instructional  le- 
vel, to  be  quite  strict  as  to  the  rearing  patterns  which 
they  imposed  on  their  older  children  (7-12  yrs.)  but  less 
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so  than  anticipated  as  to  the  patterns  which  guided  their 
upbringing  of  the  younger  ones. 

Various  recommendations  are  submitted.  One  would 
make  the  reporting  of  B.  C.  S.  compulsory  by  law. 
Reporting  should  be  done  to  the  Department  of  Social 
Services,  whose  Division  of  Child  Welfare  needs  streng- 
thening. 


NOTA: 

La  planilla  utilizada  en  la  encuesta  a que  se  Luce  referencia 
en  este  estudio  puede  ser  solicitada  de  los  autores  a la  siguiente 


dirección:  Oficina  de  Pediatría  Regional,  Hospital  Universitario, 
Centro  Médico  de  Puerto  Rico,  00935. 
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COMENTARIOS  EN  TORNO  A UNA 
TESIS  SOBRE  ATROPELLO  Y 
MALTRATO  INFANTIL 


Manuel  E.  Soto  Viera,  MD 


Man’s  slavery  is  his  slavery  to  hate  — A.  S.  Neill. 

La  frase  que  sirve  de  epígrafe  a esta  ponencia 
resume  toda  la  enfermedad  y toda  la  tragedia 
humana  implícitas  en  el  maltrato  infantil.  El  atro- 
pello de  niños,  su  tortura,  son  actos  paroxísticos 
de  individuos  con  mal  de  inmadurez  y desafecto, 
pero  la  difusión  del  fenómeno  revela  una  llaga  social 
que  es  tara  de  nuestra  civilización. 

Esa  patología  ha  sido  poco  estudiada  en  Puerto 
Rico.  Miranda  fue  una  de  las  primeras  en  llamar,  aquí, 
la  atención  sobre  el  asunto  (1).  Carecemos  todavía 
de  estatutos  que  hagan  obligatoria  la  información  de 
casos  bajo  sospecha  a organismos  no  punitivos,  y el 
seguimiento  de  estos  niños,  de  estas  familias,  adolece 
aún  de  esa  improvisación  azarosa  que  tanto  marca 
nuestro  proceder.  De  ahí  que  el  informe  sometido 
por  un  grupo  de  estudiantes  — hoy  día,  maestros  — 
en  asistencia  social,  sea  un  primer  paso  significativo. 

Revisaremos  lo  principal  de  esa  tesis  para  luego 
considerar  lo  que  tiene  de  general  el  maltrato  infantil. 

La  tesis,  sus  limitaciones  y debilidades 

Previamente  a ese  estudio,  al  compulsar  103  expe- 
dientes clínicos  de  casos  de  traumatología  en  niños 
atendidos  por  el  Hospital  Universitario  entre  los  años 
1960  y 1969,  habíamos  dado  con  33  casos  en  los  cuales 
—nada  más  que  ateniéndonos  al  motivo  de  consulta- 
era  posible  sospechar  atropello  y maltrato  infantil.  Se 
comprobó  maltrato  en  9;  en  5 más,  la  causal  de  asis- 
tencia médica  había  sido  de  tal  índole  que,  con  la  menor 
suspicacia,  pudo  evocarse  el  diagnóstico  de  maltrato 
pero  no  se  hizo,  o,  por  lo  menos,  no  se  consignó;  en 
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otro  —el  de  una  niñita  de  3 años  con  laceraciones 
faciales—  ni  siquiera  se  reseñaron  las  circunstancias 
del  accidente.  Las  Tablas  1 y 11  recogen  esos  hallazgos. 

Va  dicho  lo  anterior  para  destacar  la  falla  más  seria 
de  estas  pesquisas  retrospectivas,  a saber:  la  escasez 
de  datos  claramente  alusivos  al  problema,  en  los  ex- 
pedientes clínicos.  Si  bien  es  difícil  obtener  y mantener 
el  alerta  de  los  médicos  para  que  informen  un  caso 
cuando  ven  alguno,  más  duro  todavía  es  buscarlo  una 
vez  concluye  el  tratamiento  que  se  le  da.  El  maltrato 
infantil  no  se  codifica  como  diagnóstico. 

No  sorprende,  pues,  que  los  15  coautores  de  la  tesis 
hayan  tenido  tropiezos  en  constituir  su  muestra  y dar 
con  el  rastro  de  estos  niños.  La  información  que  hay 
sobre  ellos,  en  los  expedientes  clínicos,  es  de  lo  más 
somero  por  cuanto  al  asunto  social  se  refiere,  y a la 
visita  y entrevista  de  las  familias  dedicó  este  grupo  de 
investigadores  solamente  una  semana,  período  dema- 
siado breve  para  lograr  un  acercamiento  fecundo.  Tal 
vez  por  eso  es  que  el  estudio  no  abordó  ninguno  de  los 
aspectos  psicológicos  descritos  en  relación  con  este 
tema. 

De  30  familias  estudiadas,  los  coautores  corrobo- 
raron maltrato  en  12.  Es  interesante  la  descripción 
de  estas  familias,  tanto  en  lo  social  como  en  lo  eco- 
nómico, pero,  como  no  se  trata  de  una  muestra  re- 
presentativa, nada  podemos  inferir  de  esa  descripción. 
Baste  señalar  que  todos  los  sujetos  incluidos  son  de 
familias  pobres.  Aguardamos  aún  la  investigación 
abarcadora  que  saque  datos  de  todas  las  capas  sociales. 
Bien  se  sabe  que  el  atropello  o maltrato  de  niños  no  es 
excepcional  entre  los  ricos  o quienes  lo  son  mediana- 
mente, pero  en  Puerto  Rico  no  se  ha  documentado 
eso  todavía. 

Con  todo,  la  tesis  redactada  por  estos  15  maestros 
contribuye  útilmente.  Abre  el  camino  para  detenidos 
estudios  que  nos  ilustren  sobre  el  problema  y creen 
conciencia  entre  los  puertorriqueños. 

El  maltrato  infantil,  rasgo  de  civilización 

¿Conciencia  de  qué,  sin  embargo?  No  adelanta- 


219 


Bol.  Asoc.  Méd.  P.  Rico 
Septiembre  1971 


Atropello  y Maltrato  Infantil 


220 


TABLA  I:  CASOS  DE  TRAUMATOLOGIA  DEL  HOSPITAL  UNIVERSITARIO  EN  QUE 
SE  CORROBORO  MALTRATO  INFANTIL  * 


Nombre 

Fecha  Hospitalización 

Días  en  el  Hosp. 

Edad 

Diagnóstico  Entonces 

Ahora 

Observaciones 

1.  Daniel 

1960 

23 

Fract.  fémur 

9m 

11  a 

Oct.  1960,  Fract.  cla- 
vícula ( 2da  hospitaliza- 
ción) Hoy  cursa  5° 
grado. 

2.  M a.  de  los  Angeles  1961 

3 

Fract.  mano 

18  m 

10  a 

“Es  medio  loca”.  Hoy 
cursa  2°  grado. 

3.  Margarita 

1962 

9 

Fract.  fémur 

5 m 

9 a 

Fract.  clavícula,  1970 
( 2da  hospitalización) 
Hoy  cursa  4**  grado. 

4.  María 

1966 

80 

F ract.  cráneo 

Hematoma  subdural 

2 m 

4 a 

Se  ignora  paradero. 

5.  Juan 

1968 

2 

Fract.  cráneo 

5 a 

7a 

No  asiste  a la  escuela. 

6.  Luz 

1968 

171 

Hematoma  subdural 

5 m 

2a 

Se  ignora  paradero. 

7.  Madeleine 

1968 

5 

Fract.  cráneo 

8 m 

3 a 

Se  ignora  paradero. 

8.  Maribel 

1968 

12 

Laceración  vagina 

Fract.  tibia-Mordeduras 

7 m 

3 a 

Hoy  recluida  en  hogar 
de  crianza. 

9.  Angel 

1969 

0 

Fract.  húmeros 
Hemorragia  subaracnoidea 

5 m 

F alleció  antes  de  ser 
recluido. 

* ■ Casos  hallados  al  revisar  103  expedientes  clínicos  ( 1 960  - 

1969). 

TABLA  II: 

CASOS  DE  TRAUMATOLOGIA  DEL  HOSPITAL  UNIVERSITARIO  EN  QUE 

PUDO  HABERSE  SOSPECHADO  MALTRATO  INFANTIL  * 

Nombre 

Fecha  Hosp. 

Días  en  Hosp. 

Edad 

Motivo  de  Consulta 

Diagnóstico 

1. 

Miguel 

1961 

11 

1 mes 

“Se  golpeó  la  cabeza  contra  ca- 
beza de  la  hermana” 

Fract.  deprimida  de 
cráneo 

2. 

May  da 

1961 

29 

? 

“Se  cayó  de  la  cama”  . . . 

3 semanas  antes. 

Fract.  deprimida  de 
cráneo 

3. 

Sonia 

1962 

32 

4 años 

Herida  de  la  cara  por  arma 
blanca  (machete) 

Fract.  abierta  de 
ambos  maxilares. 

4. 

Juan 

1966 

1 

40  días 

Golpeado  con  un  abanico 
de  metal  en  la  cabeza. 

F ract.  de  cráneo 

5. 

Wanda 

1966 

14 

3 meses 

Dos  versiones:  ( 1)  “Un  herma- 
no le  dió  en  la  cabeza”.  ( 2)  “Se 
cayó  del  moisés”. 

Fract.  de  cráneo 

Hematoma  subdural 

* ■ Casos  hallados  al  revisar  103  expedientes  clínicos  (1960  - 69). 

Si  se  sospechó  maltrato  en  estos  casos,  no  quedó  consignado  por  escrito. 
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riamos  gran  cosa  con  aprender  que  alguna  gente  es 
cniel  con  los  niños,  o que  es  ruda  de  manera  imprevista 
—y  en  forma  tal—  que  llega  hasta  el  atropello  y la  tor- 
tura. En  ese  algunos  va  la  reconfortante  presunción  de 
que  lo  anómalo  reside  en  los  otros,  en  los  demás.  Pero 
todos  nosotros  también  somos  esos  otros. 

“.  . . Y luego  otro  día  . . . alzando  con  dos  manos 
aquel  dulce  y amargo  jarro,  le  dejó  caer  sobre  mi  boca, 
ayudándose.  . . con  todo  su  poder.  . . y el  jarrazo  (fue) 
tan  grande,  que  los  pedazos  d el  se  me  metieron  por  la 
cara,  rompiéndomela  en  muchas  partes,  y me  quebró 
los  dientes,  sin  los  cuales  hasta  hoy  día  me  quedé”  (2). 
¡Aguerrido  Lázaro  de  Tormes,  que  en  las  páginas  de  la 
literatura  universal  dejó  impresa  la  lucha  por  la  vida  de 
un  muchacho  solo  en  el  mundo  violento  de  los  adultos! 

A esa  violencia  nos  volvemos  irremisiblemente  cuando 
reflexionamos  sobre  el  maltrato  infantil.  Tiene  su  raíz 
esa  violencia,  no  sólo  en  la  explotación  económica 
del  hombre  por  el  hombre,  sino  también  —y  sobre  todo— 
en  los  patrones  de  represión  que  gobiernan  nuestra 
crianza  de  los  niños.  Más  aún,  en  la  explotación 
del  niño  por  el  adulto  —en  la  supresión  de  su  personali- 
dad floreciente  y en  la  negación  de  los  derechos  que  le 
han  reconocido,  unánimemente,  las  más  altas  instancias 
internacionales  (3)—,  y también  en  la  explotación 
y subordinación  de  la  mujer,  ser  humano  de  segunda 
categoría  en  nuestras  sociedades  patriarcales.  Atropello 
y maltrato  de  niños  son  los  picos  sobresalientes  del 
lastre  que  nos  sume  en  lo  más  primitivo,  oscurantista  y 
embrutecedor  de  la  tendencia  agresiva.  La  esencia  de  la 
libertad  se  dirime,  primero  y ante  todo,  a esos  niveles. 

Indicios  hay  de  que  es  posible  crear  algo  diferente: 
en  una  experiencia  como  la  de  Neill  con  su  escuela  de 
Summerhill  (4),  en  los  movimientos  revolucionarios 
contemporáneos  de  las  naciones  sojuzgadas,  y,  muy 
particularmente,  en  los  que  surgen  aquí  y allá  entre  los 
jóvenes  y las  mujeres.  Acaso  llevarán  estos  últimos 
movimientos  la  reivindicación  al  triunfo  mismo  de  sus 
propias  revoluciones,  a su  seno,  en  su  hora.  Mantendrán 
allí  ese  espíritu  de  reto  para  abatir  el  culto  a las  persona- 
lidades y cuanto  haya  de  represivo  dentro  de  los  movi- 
mientos llamados  emancipadores.  Para  dar  lugar,  con  el 
tiempo,  a que  en  nuevo  giro  dialéctico  la  no-violencia 
se  oponga  a la  violencia  —la  vida,  a la  muerte—  de  modo 
mucho  más  consecuente  que  hasta  nuestros  días.  Para 
que  sea  posible  siquiera  alguna  vez  canalizar  por  vías 
pacíficas  superándola,  esa  violencia  que  acondiciona 
a los  jóvenes  de  una  generación  a otra.  Son  ensayos 
de  una  nueva  civilización. 

Conozcamos,  sí,  el  atropello  y maltrato  infantil;  este- 
mos alertas  a sus  manifestaciones;  protejamos  legalmente 


a quienes  indiquen  su  existencia  con  la  buena  fe  de  pre- 
venir y de  curar,  tanto  a las  víctimas  como  a los  victi- 
marios. Pero  no  perdamos  de  vista  el  campo  más  amplio 
donde  medra  ese  abuso,  para  estar  listos  a ofrecer  algo 
más  que  paliativos.  Miremos,  los  pediatras,  los  médicos, 
más  allá  del  recetario;  situémonos  en  el  mundo  real  de  i 
nuestros  semejantes  para  contribuir  con  nuestra  palabra, 
con  nuestra  acción,  avisadamente,  a debilitar  el  círculo 
vicioso  de  la  violencia. 

Summary 

The  thesis  submitted  provides  an  interesting  glimpse 
into  some  social  and  economic  peculiarities  of  the 
families  in  which  battering  of  children  was  suspected, 
yet  it  is  only  a descriptive  study  —limited,  at  that,  both 
in  scope  and  time—  allowing  no  conclusions  to  be  drawn 
from  it.  For  instance,  all  the  families  interviewed  were 
poor  families.  We  must  await  a wider  and  objective 
study  of  this  situation  in  Puerto  Rico. 

Previously,  103  medical  records  of  pediatric  trauma- 
tology cases  seen  at  the  University  Hospital  during  1960 
—69  had  been  reviewed.  From  the  chief  complaint 
alone,  child  abuse  could  be  suspected  in  33  cases. 
It  had  been  confirmed  in  9.  These  retrospective 
inquiries  are  difficult  and  time-consuming  because  of 
the  scarcity  of  data  in  the  medical  records.  The  battered 
child  syndrome  (B.  C.  S.)  is  not  codified  as  a diag- 
nosis. 

Our  own  violent  tendencies  lurk  in  the  background 
when  we  reflect  on  this  subject.  Repressive  methods  of 
child  rearing,  economic  exploitation  of  man  by  man, 
subordination  of  women,  all  share  these  tendencies. 
Child  abuse  is  the  paroxysmal  act  of  an  inmature 
and  unstable  individual,  but  its  occurrence  as  a social 
phenomenon  suggests  that  it  is  actually  a pathological 
civilization  trait.  The  contestation  spirit  of  contempo- 
rary movements  defying  repression  is  seen  as  a hope 
that  the  vicious  circle  of  violence  may  be  broken 
someday. 

Knowing  that  there  is  such  a thing  as  the  B.C.S. 
is  not  enough.  Pediatricians  should  look  at  the  wider 
situation  at  hand,  and  should  be  prepared  to  help 
in  weakening  that  violence. 
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PRUEBAS  DE  LABORATORIO  A UTILIZARSE 
EN  EL  DIAGNOSTICO  DE  ESPRU  TROPICAL 

EN  PUERTO  RICO 


El  cuadro  clínico  de  esprú  tropical  ha  sido  descrito 
por  varios  investigadores  y en  diferentes  libros  de 
texto  (1  - 4).  Resumiendo,  éste  consiste  de  diarrea,  pér- 
dida de  peso,  glositis,  anemia  macrocítica  y eritropoiesis 
megaloblástica.  Hasta  hace  unos  años  el  diagnóstico 
de  esprú  tropical  se  basaba  en  el  cuadro  clínico  junto 
con  dos  o más  pruebas  positivas  de  malabsorción,  ge- 
neralmente tolerancia  de  xilosa,  tolerancia  de  vitamina  A 
y determinación  de  grasa  en  las  heces  fecales. 

Durante  los  últimos  diez  años  los  criterios  de  diag- 
nóstico usados  en  nuestro  hospital  se  han  basado  en  las 
manifestaciones  clínicas  de  la  enfermedad,  una  médula 
ósea  megaloblástica,  la  tolerancia  de  xilosa,  determina- 
ciones de  folatos  y vitamina  B-12  en  el  suero  y una 
biopsia  de  yeyuno.  Recientemente  se  están  midiendo 
niveles  de  folatos  en  sangre.  Los  resultados  que  se 
han  obtenido  en  63  casos  de  esprú  tropical  sin  tratar 
constituyen  la  base  de  este  artículo. 

Materiales  y Métodos 

Esta  serie  incluye  63  pacientes  que  demostraron  las  ma- 
nifestaciones clínicas  y que  tenían  pmebas  de  laboratorio 
compatibles  con  el  diagnóstico  de  esprú  tropical. 

Cuarenta  y un  pacientes  fueron  inicialmente  evaluados 
en  el  Centro  de  Investigaciones  Clínicas  de  la  Escuela  de 
Medicina  de  la  Universidad  de  Puerto  Rico  y los  otros  22 
fueron  evaluados  en  nuestro  laboratorio.  La  tolerancia  de 
xilosa  se  hizo  usando  5 gramos  (5)  y la  excresión  de  menos  de 
1.2  gramos  en  5 horas  se  consideró  anormal. 

Las  determinaciones  de  folato  en  suero  se  hicieron  por  el  mé- 
todo bacteriológico  usando  el  organismo  Lactobacillus  easei  (6). 
Valores  de  menos  de  5.0  ng/ml  de  folato  se  consideran  como  evi- 
dencia de  deficiencia  de  esa  vitamina.  Los  análisis  de  folato  en 
sangre  se  hicieron  utilizando  el  método  de  Grossowitz  ( 7).  Usan- 
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do  este  método  los  valores  menores  de  100  ng/ml  se  consideran 
anormales.  Las  determinaciones  de  Vitamina  B-12  en  suero  se 
hicieron  por  el  método  microbiológico  que  utiliza  el  alga  Eugle- 
na  gracilis  (8).  Los  niveles  én  suero  menores  de  200  pg/nl  son  in- 
dicativos de  deficiencia  de  esta  vitamina. 

Las  biopsias  de  yeyuno  se  clasificaron  de  acuerdo  al  criterio 
descrito  por  Swanson  y Thomassen  (9). 

Resultados 

Para  evaluar  nuestros  resultados  los  pacientes  se 
dividieron  en  dos  grupos.  El  grupo  I consiste  de  31 
pacientes  a los  que  se  le  hicieron  todas  las  pruebas 
de  laboratorio,  y los  resultados  aparecen  en  la  Tabla 
I.  El  grupo  2 consiste  de  32  casos  a los  que  se  le 
hicieron  todas  las  pruebas  excepto  niveles  de  folato 
en  la  sangre  y los  resultados  aparecen  en  la  Tabla  11. 

Todos  los  pacientes  tenían  eritropoiesis  megalo- 
blástica y anemia.  Ninguno  demostró  evidencia  de 
enfermedad  renal.  Los  urinálisis  y los  niveles  de 
urea  en  la  sangre  dieron  valores  normales.  Ninguno 
de  los  pacientes  tenía  enfermedad  hepática  crónica 
o ascitis.  Todos  los  pacientes  respondieron  a las  diver- 
sas modalidades  de  tratamiento  con  ácido  fólico,  vita- 
mina B-12,  tetraciclina  o sulfonamidas. 

La  Tabla  III  resume  los  valores  de  xilosa,  folatos  en 
suero  y en  sangre  y vitamina  B-12  en  suero  obtenidos 
en  125  controles  y en  75  pacientes  de  esprú  tropical 
que  habían  sido  estudiados  previamente.  La  Tabla  IV 
resume  los  por  cientos  de  resultados  anormales  obteni- 
dos en  este  grupo  de  63  pacientes. 

Discusión 

El  diagnóstico  de  esprú  tropical  se  puede  hacer  con 
facilidad  en  un  por  ciento  alto  de  casos  avanzados  que 
tienen  todas  las  manifestaciones  clínicas.  Sin  embargo, 
hay  dificultad  en  algunos  casos  que  no  tienen  una  o dos 
de  estas  manifestaciones. 

Las  pruebas  que  ban  demostrado  diferencias  significa- 
tivas entre  los  pacientes  con  esprú  tropical  y los  indi- 
viduos normales  se  basan  en  malabsorción  de  una  gran 
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TABLA  I:  RESULTADOS  DE  BIOPSIA  Y PRUEBAS  BIOQUIMICAS  EN  31  PACIENTES 

CON  ESPRU  TROPICAL  NO  TRATADO 


Paciente 

X ilosa 
(5  Gm.) 

Folatos  en  Suero 
(Mugíml) 

Folatos  en  Sangre 
(Mugí  mi) 

Vitamina  B-12 

en  suero 
(uugiml) 

Biopsias 

de 

Yeyuno 

FCA 

0.50 

2.5 

30 

89 

Moderada 

MGB 

0.50 

6.1 

65 

80 

Moderada 

LRL 

0.40 

3.5 

45 

100 

Severa 

MMR 

0.20 

2.0 

40 

120 

Severa 

JSV 

0.70 

4.0 

35 

65 

Moderada 

RDV 

0.50 

3.5 

63 

52 

A trófica 

MSM 

0.15 

3.0 

120 

99 

Severa 

GRR 

0.50 

2.5 

100 

50 

Moderada 

ARO 

0.50 

2.5 

66 

200 

Moderada 

DHR 

0.40 

1.5 

100 

44 

Severa 

GGR 

0.10 

3.0 

100 

84 

B.I.I.* 

FSF 

0.40 

2.5 

50 

220 

Severa 

FVR 

0.10 

0.51 

20 

180 

A trófica 

AAR 

0.80 

2.5 

50 

100 

Moderada 

RVM 

0.50 

1.5 

50 

100 

Severa 

JCP 

0.50 

3.5 

38 

80 

Moderada 

AMM 

0.52 

5.5 

50 

120 

Severa 

AAV 

0.30 

1.0 

40 

80 

Severa 

RTC 

0.50 

5.5 

80 

50 

Moderada 

JCC 

0.40 

5.0 

62 

74 

A trófica 

ERR 

0.65 

3.5 

59 

140 

Moderada 

IPM 

0.33 

4.0 

45 

50 

Severa 

css 

0.20 

2.0 

65 

91 

Moderada 

AOM 

0.64 

3.0 

85 

122 

Severa 

AMM 

0.22 

2.0 

55 

122 

Severa 

JEM 

0.15 

1.2 

90 

50 

Severa 

GFR 

0.31 

0.1 

30 

30 

Moderada 

SPR 

0.29 

0.5 

40 

50 

A trófica 

RCO 

0.37 

2.0 

125 

150 

Severa 

JAV 

0.37 

4.0 

100 

85 

Moderada 

COO 

0.80 

4.0 

30 

85 

Moderada 

Mediana 

±SD 

0.41±  1.8 

2.8±  1.5 

62.2±  28 

96±  45 

* Biopsia  inadecuada  para  interpretación. 


variedad  substancias.  La  tolerancia  de  vitamina  A, 
de  glucosa,  de  ácido  fólico,  de  poliglutamatos  y la 
excresión  de  grasa  en  las  heces  fecales  son  algunos 
ejemplos  de  las  pruebas  utilizadas.  Sin  embargo,  todas 
estas  pruebas  tienen  algunas  desventajas  como  son: 
repetidas  venipunciones,  demasiado  cantidades  de  san- 
gre, períodos  de  ayunos  prolongados  y colección  de 
heces  fecales  tediosas.  Las  pruebas  usando  materiales 
radioactivos  tienen  la  desventaja  de  la  necesidad  de 
equipo  sumamente  costoso  que  no  está  al  alcance  de 
muchos  laboratorios. 


Otras  pruebas  que  se  han  utilizado  para  la  evaluación 
de  estos  pacientes  son  la  tolerancia  de  sacarosa  (10) 
y de  glicina  (11).  En  estas  dos  pruebas  los  pacientes 
eliminan  cantidades  más  altas  en  la  orina  que  los  indi- 
viduos normales,  por  lo  tanto  no  pueden  utilizarse 
como  pruebas  de  malabsorción.  Los  altos  valores 
de  sacarosa  en  la  orina  se  han  podido  explicar  debido 
a una  deficiencia  de  sacarosa  en  la  pared  intestinal  (12). 
Los  valores  excesivos  de  glicina  sugieren  un  defecto 
metabólico  después  de  la  absorción  que  puede  ser  debido 
a una  utilización  dispareja  de  la  glicina  o a una  excresión 


TABLA  II:  RESULTADOS  DE  BIOPSIAS,  ABSORCION  DE  XILOSA,  FOLATOS  Y VITAMINA 
B 12  EN  EL  SUERO  EN  32  PACIENTES  CON  ESPRU  TROPICAL  SIN  TRATAR 
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Mediana ± SD  0.43±  .18  2.6  ± 1.6  108±  51 

* Biopsia  inadecuada  para  interpretación. 
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TABLA  III:  RESULTADOS  DE  ABSORCION  DE  XILOSA,  FOLATOS  EN  EL  SUERO  Y 
LA  SANGRE,  VITAMINA  B 12  EN  EL  SUERO  EN  CONTROLES,  PACIENTES 
CON  ESPRU  TROPICAL  SIN  TRATAR  Y LOS  63  PACIENTES  INCLUIDOS 

EN  ESTE  ESTUDIO 


Xilosa 

(gis  hr  ± SD) 

Folatos  en  Suero 
Mugiml  ± SD) 

Folatos  en  Sangre 
(Aíug/ml  i SD) 

Vit.  B-12  en  suero 
(uugiml  ± SD) 

Normales 

1.8±  0..30(125) 

12.0±  4.2(113) 

142±  42(26) 

532±  161(20) 

Esprú  no  tratados 

0.50±  0.24(60) 

3.0±  1.5(75) 

56±  25(27) 

60±  45(40) 

Grupo  1 

0.41±  .18(31) 

2.8±  1.5(31) 

62±  28(31) 

96  ±45(31) 

Grupo  2 

0.43±  .18(32) 

2.6  ± 1.6(32) 

— 

108±  51(32) 

Número  en  paréntesis  corresponde  a número  de  pacientes. 

TABLA  IV:  PORCENTAJE  DE  PACIENTES  EN  LOS  GRUPOS  1 Y 2 CON  RESULTADOS 

ANORMALES 


Gmpo 

Xilosa 

Folatos  en  Suero 

B-12  en  suero 

Folatos  en  Sangre 

Biopsias  del  Yeyuno 

1 

100 

90 

94 

94 

100 

2 

100 

97 

100 

- 

100 

renal  anormal. 

Hemos  encontrado  que  la  prueba  de  absorción  de  xi- 
losa  es  muy  eficaz  en  el  diagnóstico  de  esprú  tropical.  La 
prueba  es  fácil  de  hacer,  no  requiere  venipunciones  y los 
períodos  de  ayuno  no  son  tan  largos.  Usando  5 gramos 
de  xilosa  para  la  prueba  hemos  encontrado  que  es  tan 
efectiva  como  cuando  se  usan  25  gramos  y tiene  la  ven- 
taja de  eliminar  los  efectos  desagradables  que  a veces 
ocurren  cuando  se  usan  25  gramos.  Esta  prueba  ha 
demostrado  ser  anormal  no  sólo  en  los  casos  típicos 
de  esprú  tropical,  sino  también  en  casos  de  malabsor- 
ción  subclínica.  Recomendamos,  sin  embargo,  que  en 
aquellos  casos  en  que  los  valores  obtenidos  usando  5 
gms.  de  xilosa  estén  cerca  del  límite  inferior  de  los  nor- 
males se  repita  la  prueba  usando  los  25  gramos. 

Durante  los  últimos  diez  años  no  hemos  encontrado 


pacientes  con  esprú  tropical  que  hayan  tenido  valores 
normales  en  las  pruebas  de  absorción  de  xilosa.  Por  esta 
razón  la  recomendamos  como  la  mejor  prueba  a hacerse 
cuando  se  sospecha  que  un  paciente  puede  tener  esprú 
tropical.  Aunque  la  biopsia  de  yeyuno  no  es  patogno- 
mónica  en  el  esprú  tropical,  junto  con  la  absorción  de 
xilosa  el  examen  de  sangre  periférica  y médula  ósea 
constituyen  los  mejores  parámetros  (pmebas)  para  el 
diagnóstico  de  esta  enfermedad. 

Consistentemente  se  ha  demostrado  que  existe  defi- 
ciencia de  ácido  fólico  y esto  se  puede  confirmar  con  las 
determinaciones  de  folatos  en  la  sangre.  Valores  bajos 
de  folatos  en  la  sangre  se  encontraron  en  más  del  90 
por  ciento  de  los  casos  presentados  en  este  trabajo. 
Esto  nos  ofrece  otra  prueba  de  laboratorio  que  nos  ayu- 
da a confirmar  deficiencias  de  folatos  y a establecer 
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el  diagnóstico  de  esprú  tropical. 
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PREDICTED  APPLICATIONS  IN  SURGERY 
AND  MEDICINE  FOR  THREE  DIMENSIONAL 
TIME  SEQUENCE  RADIOGRAPHY 


R.  Hoppenstein,  MD 


The  necessity  for  three-dimensional  radiographs 
have  long  been  recognized  in  the  field  of  radio- 
logy. The  advantages  have  been  obvious  especially 
in  areas  of  the  body  where  bony  densities  obscured 
tbe  less  intense  shadows  of  the  soft  tissue.  Various 
stereoscopic  devices,  including  rapidly  alternating  ste- 
reoscopic images  viewed  through  polarizing  glasses  on 
an  image  intensifying  screen,  have  been  developed  to 
overcome  this  need  and  met  with  varying  amounts  of 
success.  This  is  the  first  successful  attempt  at  pro- 
ducing a fully  three-dimensional  radiograph  which  can 
be  viewed  without  stereoscopic  devices  or  special  glas- 
ses. The  system  was  originally  devised  by  tbe  author 
ten  years  ago,  however,  actual  development  has  only 
been  in  progress  for  four  years. 

Basic  Principles 

In  order  to  best  understand  the  applications  of  this 
technique  it  is  necessary  to  review  the  basic  principles 
which  have  already  been  described  elsewhere  (1). 

Lenticular  or  cylindrical  lenses  have  the  ability  to 
compress  an  image  into  a line  a fraction  of  its  total 
width  (Fig.  1). 

For  example,  a photograph  of  the  circle  (Fig.  1-i) 
can  be  compressed  to  one  quarter  of  its  width,  main- 
taining its  vertical  height  (Fig.  1-ii),  leaving  three 
quarters  of  the  picture  still  available  for  recording 
other  information.  This  image  can  be  further  divided 
into  fine  lines  using  a series  of  smaller  lenses  (Fig.  1-iii). 
The  circle  would  be  spread  out  over  the  entire  plate, 
covering  one  quarter  of  the  surface  area  behind  each 
lens  (Fig.  1-iii).  This  is  known  as  zonal  reduction.  The 
composite  picture  is  viewed  through  an  identical  series 
of  lenticular  lenses  from  the  same  angle  through  which 
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the  image  was  recorded.  The  circle  would  then  be 
represented  as  originally  photographed. 

Similarly,  four  distinct  x-ray  views  can  be  exposed 
on  a single  film.  Each  view  can  be  changed  by  rotating 
the  subject  and  viewing  the  finished  result  through  a 
series  of  lenticular  lenses.  Two  or  more  of  these  images 
will  be  observed,  creating  a 3-D  effect  (Fig.  2). 

There  are  three  methods  in  which  laminograms  can 
be  created;  the  x-ray  tube  and  the  cassette,  the  tube  and 
the  patient,  or  the  patient  and  the  cassette  must  move  in 
unison.  It  was  elected  to  rotate  the  patient  on  a newly 
conceived  cradle  which  moves  sycnhronously  with  the 
cassette  mechanism  retaining  the  existing  x-ray  tube 
and  generator  (Fig.  3). 

With  this  system  from  10  to  24  different  views  can 
be  recorded  in  from  1 to  8 seconds.  Tbe  angle  of 
rotation  can  be  varied  depending  upon  the  site  of  major 
interest.  A greater  angle  of  rotation,  e.  g.  20  degrees, 
will  result  in  a narrow  field  of  sharp  focus  with  greater 
three-dimensional  illusion.  A 10  degree  rotation  with 
a resulting  large  field  of  sharp  focus  would  diminish 
the  3-D  effect.  The  cradle  can  also  be  raised  or  lowered 
to  change  the  axis  of  rotation,  thereby  varying  tbe  level 
of  tbe  field  of  sharp  focus. 


Figure  I 
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LENTICULAR 


Figure  2 


CASSETTE 


Figure  3 


A special  viewer  has  a lenticular  lens  screen.  This 
has  been  constructed  to  facilitate  viewing  and  storage, 
eliminating  the  need  for  binding  each  film  to  a lenticular 
screen  before  being  read.  An  analyzer  or  optical  grid, 
which  only  allows  a single  view  to  be  seen  by  both  eyes, 
can  be  inserted  between  the  film  and  the  lenticular 
screen  for  a 2-D  study.  The  viewer  is  motorized  to  ena- 
ble cine  effects. 


Equipment 

This  consists  of  a motorized  cradle  and  cassette 
carrier  which  are  both  synchronized  by  special  cas- 
settes which  trigger  the  machine  automatically  for 
a definite  period  of  time  and  specific  angle  of  rotation. 
An  interlocking  control  console  is  attached  to  the 
existing  control  panel.  The  films  are  viewed  on  a 
unique  viewer  specially  constructed  for  the  system. 
By  moving  the  lenticular  screen  relative  to  the  film, 
a short  3-D  dynamic  movie  sequence  results.  That 
is,  when  an  angiogram  produced  with  this  equipment 
is  viewed,  the  contrast  media  is  seen  to  flow  through 
the  vasculature  in  a three-dimensional  manner.  The 
same  angiogram  can  be  viewed  as  a two-dimensional 
study,  or  as  individual  sequences,  if  a special  grid 
which  only  allows  one  sequence  to  be  seen  by  both 
eyes  is  interposed  between  the  film  and  the  lenticular 
grid. 


Applications 

There  is  no  field  in  medicine  or  surgery  that  will 
not  benefit  from  the  adaptation  of  this  new  technique. 
Physicians  in  differing  fields  or  even  within  the  same 
discipline  will  innovate  and  adapt  this  Three-Dimensio- 
nal Time  Sequence  Radiography  system  for  more  rapid 
and  accurate  diagnosis. 

The  most  common  procedure,  the  chest  roentgeno- 
gram, will  now  be  recorded  as  rapidly  as  with  con- 
ventional means  and  will  provide  the  physician  with  a 
single  x-ray  which  by  its  nature  will  allow  for  separation 
of  the  sternum,  mediastinum,  and  vertebral  column. 
This  may  facilitate  earlier  diagnosis  of  mediastinal 
masses  at  present  obscured  by  heavier  bony  densities. 
On  the  same  film,  the  cardiac  pulse  and  diaphragmatic 
movements  are  recorded.  Bronchi  can  be  recorded  as  a 
bronchograpbic  study  utilizing  the  air  contained  within 
them  as  a contrast  media. 

Similarly,  the  gas  contained  within  the  emptied  bo- 
wel can  be  recorded  as  contrast  medium  in  gastro- 
intestinal studies  and  may  eliminate  the  ingestion  of 
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barium.  On  a single  plate  the  entire  bowel  will  be  de- 
picted as  a 3-D  picture  and  if  recorded  over  a long 
enough  period  (possibly  30  seconds)  may  capture 
peristalsis.  Lesions  on  either  the  anterior  or  posterior 
walls  of  a hollow  viscus  should  become  discernable. 

Demonstrations  of  the  calyses  and  exact  positions 
of  the  kidneys  are  easily  recorded  and  variations  due 
to  pathology  will  be  more  easily  recognized. 

Time  sequence  recording  allows  for  the  production 
of  short  cine  angiograms,  cardiograms,  and  cerebral 
angiograms,  etc.,  on  a single  sheet  of  film.  This  ob- 
viates multiple  films  with  the  attendant  possible  con- 
fusion of  their  sequence  and  the  subsequent  time 
consuming  sorting  thereof.  Smaller  storage  facilities 
are  also  necessary  since  only  one  film  is  used. 

In  neuroradiology,  exact  relationships  of  aneurysms 
to  major  vessels  as  well  as  demonstration  of  their  necks 
will  facilitate  surgical  approach  and  obliteration.  An 
entire  pneumoencephalogram  or  ventriculogram  can 
be  recorded  in  a brief  period  (1  to  8 seconds),  after  the 
gas  or  contrast  medium  has  been  instilled  within  the 
ventricles. 

Vascular  surgeons  will  be  able  to  locate  collateral 
vessels  more  accurately,  thereby  simplifying  surgery 
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and  making  it  less  hazardous. 

Orthopedists  will  be  able  to  locate  the  exact  loca- 
tions of  fractures  and  be  better  able  to  determine 
stability.  Prosthetic  plates,  nails,  and  joints  can  be 
more  accurately  placed  during  surgery.  Arthrograms 
and  movements  of  the  vertebrae  can  be  recorded  ra- 
pidly aiding  in  the  understanding  and  teaching  of  same 
to  students  and  residents.  Success  or  failure  of  fusion 
will  be  easily  determined. 

Exact  placement  of  catheters  for  selective  catheriza- 
tion  will  also  he  more  rapidly  achieved. 

The  new  dimension  will  breathe  life  into  mammo- 
graphy! 

These  are  but  a few  of  the  obvious  applications  of 
this  system,  and  within  the  next  five  years  this  tech- 
nique will  be  adapted  to  all  phases  of  diagnostic  ra- 
diography. 
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EDITORIAL 


TRATAMIENTO  QUIRURGICO  DE  METASTASIS  MALIGNAS  AL  PULMON 


La  importantísima  función  de  los  pulmones  no  se  limita  a la  arterialización  y aireación  de  la 
sangre.  Al  difundirse,  la  sangre  lleva  al  pulmón  coágulos,  grasa,  proteínas  alteradas,  detritus  o 
residuos,  e incluso  - en  ocasiones  - embolias  grasosas.  Allí  se  recogen  y se  dispone  de  ellas.  Este 
proceso  transcurre  en  aparente  sosiego.  Permite,  sin  embargo,  que  el  parénquima  pulmonar  recoja 
también  células  malignas  metastáticas.  Allí  se  multiplican  y sellan  la  suerte  del  paciente  canceroso 
si  la  terapéutica  moderna  no  se  interpone. 

El  gran  médico  que  fue  Cameron  Haight  ofrecía  para  estos  casos  los  siguientes  preceptos: 

1.  Hay  que  operar:  el  número  de  curas  logradas  por  la  ablación  de  metástasis  pulmonares,  espe- 
cialmente de  las  solitarias,  ampliamente  justifica  la  intervención  quirúrgica. 

2.  Hay  que  dominar  previamente  al  tumor  primario  antes  de  considerar  toracotomía. 

3.  Hay  que  ordenar  tomografías:  la  decisión  de  proceder  quirúrgicamente  no  debe  tomarse  hasta 
tanto  haber  obtenido  tomografías  de  ambos  campos  pulmonares  en  los  planos  frontal  y sagital. 

¿Qué  prueba  apoya  tales  mandatos?  En  articulo  póstumo  del  amigo  y maestro,  Haight,  infor- 
mado por  Turney  (1),  se  da  esa  prueba.  La  importante  labor  de  Haight  comenzó  a fines  de  los 
años  ’30.  En  1947,  él  y Alexander  (2)  impulsaron  vigorosamente  sus  convicciones  al  relatar  6 
casos  tratados  quirúrgicamente  en  el  Centro  Médico  de  la  Uniersidadv  de  Michigan.  La  interven- 
ción benefició  solamente  a tres  de  esos  pacientes,  ¡pero  de  qué  manera!  Uno  sobrevivió  16  años 
y los  dos  restantes  siguen  saludables  30  y 24  años  después  del  diagnóstico  ominoso  de  fibrosar- 
coma metastático  al  pulmón. 

La  experiencia  total  del  Centro  Médico  en  Ann  Arbor  desde  1939  al  1963  suma  68  pacientes 
con  extensión  al  pulmón  de  tumores  oriundos  en  casi  todos  los  órganos.  El  éxito  fue  notable  entre 
los  pacientes  con  sólo  una  metástasis,  masa  solitaria  de  origen  mesodérmico  (Sarcomas),  y en  quienes 
se  intervino  con  intenciones  curativas,  no  paliativas.  Doce  de  17  sobrevivieron  cinco  años  o más 
sin  malignidad  alguna,  lo  que  equivale  al  muy  estimable  porcentaje  de  curas  de  67,  las  dos  terceras 
partes.  Del  grupo  similar  de  pacientes  con  metástasis  de  origen  epitelial,  el  39  por  ciento  se  encon- 
traba curado  cinco  años  después  de  la  toracotomía.  Si  se  analiza  el  grupo  completo,  sin  distinguir 
el  subgrupo  de  pacientes  en  quienes  se  intervino  con  intención  curativa  de  los  tratados  paliativa- 
mente, encontramos  una  sobrevida  del  40  por  ciento  a los  cinco  años. 

Poco  halagadores,  y más  bien  deprimentes,  fueron  los  resultados  en  los  pacientes  que  tenían 
metástasis  al  llevarlos  al  quirófano.  Sólo  uno  de  18  sobrevivió  5 años  libre  de  tumor.  Este  dato 
subraya  la  importancia  de  obtener  tomografías  bilaterales  en  múltiples  planos  e indica  la  necesidad 
de  combinar  juiciosamente  cirugía,  quimioterapia  e irradiación. 

Es  ineludible  el  compromiso  del  cirujano  torácico-responsable,  en  última  instancia,  de  instituir 
tratamiento  quirúrgico  de  metástasis  pulmonares  — el  recomendar  toracotomías  múltiples  si  cada 
metástasis  se  presenta  en  forma  solitaria;  el  preservar  al  máximo  al  parénquima  pulmonar;  el  aplicar 
principios  similares  enérgicamente  a pacientes  pediátricos;  el  considerar  extirpaciones  paliativas  sólo 
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ante  situaciones  urgentes  indudables  tales  como  hemorragia,  obstrucción  bronquial  y otras,  sin 
predecirle  en  estos  casos  valor  curativo  a la  operación,  sin  dar  falsas  esperanzas. 

En  conclusión,  el  tratamiento  quirúrgico  de  metástasis  malignas  pulmonares  yace  sobre  bases 
sólidas.  Los  pacientes  con  metástasis  solitarias  de  origen  mesodérmico  tendrán  los  mejores  resulta- 
dos. Tanto  para  el  diagnóstico  como  para  el  prognóstico,  se  requieren  estudios  tomográficos  com- 
pletos y excelentes.  En  tales  circunstancias  el  número  de  toracotomías  que  sea  necesario  queda 
relegado  en  importancia  a segundo  orden. 

El  primer  paciente  de  esta  serie  - pacientes  con  extensión  tumoral  al  pulmón  - se  sometió  ini- 
cialmente a tratamiento  en  1937,  a la  edad  de  23  años.  Padecía  de  fibrosarcoma  del  antebrazo 
izquierdo.  Dos  años  más  tarde,  toleró  una  toracotomía  para  metástasis  al  lóbulo  inferior  derecho, 
y en  1940  sufrió  una  segunda  toracotomía  con  lobectomía  superior  izquierda. 

Entre  los  reconocimientos  de  la  misión  de  un  cirujano,  el  más  pleno  y completo,  raras  veces 
igualado,  lo  da  el  paciente  afectado  de  una  enfermedad  letal  que  sobrevive  a sus  cirujanos  precisa- 
mente porque  estos  aplicaron  nuevos  conceptos  y perspectivas  al  tratarlo.  Tan  agradable  satisfac- 
ción coronó  la  obra  de  Alexander  y de  Haight.  El  primer  paciente  que  ellos  trataron,  saludable 
hoy,  es  la  prueba  “en  carne  y hueso”  de  que  sus  prédicas  eran  y son  de  inestimable  valor.  Muchos 
han  seguido:  la  enseñanza  de  Alexander  y Haight  no  fue  yerma. 


Jorge  O.  Just  Viera,  MD 
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When  itis  more  than  a bad  cold 


your  patient  can  feel  better  while  he’s  getting  better 


Achrocidin 

Each  tablet  contains : Tetracycline  HCI  - Antihistamine  - Analgesic  Compound 

ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial /allergic  u.r.i., 
ACHROCIDIN  brings  the  treatment 
together  in  a single  prescription  — 
prompt  relief  of  headache  and 
congestion  together  with  effective 
control  of  the  tetracycline-sensitive 
organisms  frequently  responsible  for 
complications  leading  to  prolonged 
disability  in  the  susceptible  patient. 

For  children  and  elderly  patients 
you  may  prefer  caffeine-free 
ACHROCIDIN  S^rup.  Each  5 cc 
contains:  A CHROMY CIN  ( Tetra- 
cycline) equivalent  to  Tetracycline 
HCI  125  mg.;  Phenacetin  120  mg.; 
Salicylamide  150  mg.;  Ascorbic  Acid 
(C)25  mg.;  Pyrilamine  Maleate  1 5 mg. 


Average  adult  dosage:  2 tablets  four  times  daily, 
given  at  least  one  hour  before,  or  two  hours 
after  meals. 

Contraindications:  History  of  hypersensitivity 
to  any  component. 

Warning:  If  renal  impairment  exists,  even 
usual  doses  may  lead  to  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged,  serum 
level  determinations  may  be  advisable.  Hyper- 
sensitive individuals  may  develop  a photody- 
namic reaction  to  natural  or  artificial  sunlight 
during  use.  Individuals  with  a history  of  photo- 
sensitivity reactions  should  avoid  direct  expo- 
sure while  under  treatment,  which  should  be  dis- 
continued at  first  evidence  of  skin  discomfort. 
Precautions:  Some  individuals  may  experience 
drowsiness,  anorexia,  and  slight  gastric  dis- 
tress. If  excessive  drowsiness  occurs,  it  may 
be  necessary  to  increase  the  interval  between 
doses.  Persons  on  full  dosage  should  not  oper- 
ate any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  ap- 
pear during  therapy,  appropriate  measures 
should  be  taken.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for 


at  least  10  full  days  to  help  prevent  rheumatic 
fever  or  acute  glomerulonephritis.  Use  of  tetra- 
cycline during  tooth  development  may  cause 
discoloration  of  teeth. 


Adverse  Reactions:  Gastrointestinal-anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis, 
enterocolitis,  pruritus  ani.  Skin-maculopapular 
and  erythematous  rashes  (a  case  of  exfoliative 
dermatitis  has  been  reported);  photosensitivity; 
onycholysis  and  discoloration  of  nails  (rare). 
Kidney-rise  in  BUN,  apparently  dose  related. 
Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  following  full  therapeutic 
dosage  has  been  reported. This  has  disappeared 
rapidly  when  drug  was  discontinued.  Teeth- 
dental  staining  (yellow-brown)  in  children  of 
mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the 
drug  during  the  neonatal  period,  infancy,  and 
early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood-anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosinophilia. 
Liver-cholestasis  (rare),  usually  at  high  dosage. 
If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication 
and  institute  appropriate  therapy. 
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Esta  fórmula 
alimenikia  completa 


cuesta  men<»s  que 


©•nation 


cualquier  otra. 


Para  formulas  naturales 


En  la  fórmula  de  la  leche  evapo- 
rada Carnation  no  hay  nada  arti- 
ficial. Es  alimento  de  verdad. 
Con  todas  las  proteínas 
naturales  existentes,  y demás 
factores  nutritivos.  Se 
le  ha  añadido  vitaminas  su- 
plementarias y carbohidratos, 
lográndose  asi'  la  más  completa 
dieta  alimenticia,  a un  costo 
mucho  más  bajo  que 
cualquier  leche  modifi- 
cada. Hasta  un  35°/o 
menos,  de  acuerdo  a 
un  reciente  informe.* 


*De  acuerdo  a un  informe  del  American  Journal  of  Public  Health,  Vol.  56,  No.  56. 
CARNATION®  EVAPORATED  MILK.  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


Empirirf  Compound  with\ 
Codeine,  grl/iz  or  gr  1 

Helps  overpower  pain 

Each  tablet  contains:  aspirin  gr.  3^/2, 
phenacetin  gr.  2V2,  caffeine  gr.  Vz. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

No.  4 contains  codeine  phosphate*  <64.8  mg.)  gr.  1.  . 

* (Warning— may  be  habit  forming.) 

Empirin  Compound  with  Codeine  is  now  classified  in 
((III  Available  on  oral  prescription  and  may  be  refilled  5 tii 
within  6 months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional  : 


Cuando  comen  lo  que  les  gusta 
y no  lo  que  deben... 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Unicap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 

Cada  tableta  contiene: 

Vitamina  A 1.5  mg. 

Vitamina  D 10  mcg. 

Mononitrato  de  Tiamina  (B-1)  10  mg. 

Riboflavina  (B-2)  10  mg. 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  300  mg. 

Niacinamida  100  mg. 

Clorhidrato  de  Piridoxina  (B-6)  2 mg. 

Pantotenato  de  Calcio  20  mg. 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina)  20  mg. 

Vitamina  E 30  Unidades  Internacionales 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  10  mg. 

Yodo  (como  yoduro  de  potasio)  0.15  mg. 

Calcio  (como  carbonato)  50  mg. 

Cobre  (como  sulfato)  1 mg. 

Manganeso  (como  sulfato)  1 mg. 

Magnesio  (como  sulfato)  6 mg. 

Potasio  (como  sulfato)  5 mg. 

Posologia:  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 

Presentación;  Frascos  de  30  y 90 
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anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illnesil  * 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and  5. 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctivel 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium' 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
upfolOOmgdaily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows; 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function,  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may  . 
be  present  and  protective  measures  nec-  ! 
essary.  Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti-  1 
coagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusian  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion-  ' 
ally  observed  at  the  lower  dosage  ranges.  ' 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad-  i 
visable  during  protracted  therapy.  i 
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Patients  fell  asleep 


Daimane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  ¡nsomnia.1’2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Daimane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Daimane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eigllt  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Daimane  therapy 
and  the  seven  consecutive  nights  on  Daimane 
30  mg. 

Daimane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  iightheaded- 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Daimane  15  mg 
should  be  prescribed  for  these  patients.) 

Reterances:  1.  Frost,  J.  D..  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A,,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Daimane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sieep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


On 

Dalmane 
(flurazepam  HCI) 


Time  Awake 
After 
failing 
asleep 
22.6  min. 


Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


Iverage  sleep  laboratory  measurements  in  cited  studies 


Parameter 

|ime  required  to  fall  asleep 
t/ake  time  after  onset  of  sleep 
lumber  of  wakeful  periods  after 
onset  of  sleep 
otal  sleep  time 
otal  sleep  percent 


Before  Dalmane  On  Dalmane 


33.6  min. 

48.7  min. 

12.2 

420.0  min. 
88.6 


17.6  min. 

22.6  min. 

8.4 

447.5  min. 
94.5 


Clinical  effectiveness  as 
¡proven  in  the  sleep  laboratory 

Palttianc 

IJlurazepam  HCO 


the;  O A,  GOU.niWAY 

UCr^ARY  OF  MEDICINE 

pncTr>M  Before  prescribing  Dalmane  (flurazepam 

HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions;  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.. Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  eie- 
vated  SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity. have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


3ne  30-mg  capsule  h.s.— usual  adult  dosage. 
3ne  15-mg  capsule  h.s.— initial  dosage  for 
Hderly  or  debilitated  patients. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


We  all  are.  But  Dulcolax  is  the  cure  tor  enemaphobla. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents",  ' 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally  ( 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl  


Who’s  afraid  of  the 
big  bad  enema? 
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GRECSORIO  DIAZ 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 


For  your  patients 
with  cystitis,  pyelitis 
and  pyelonephritis! 

an  antibacterial 
with  an  appropriate 
spectrum 


The  large  crystal  size  of  Macrodantin®  (nitro- 
furantoin macrocrystals)  improves  gastroin- 
testinal tolerance  without  interfering  with  the 
proven  clinical  efficacy  and  the  basic  advan- 
tages of  Furadantin®  (nitrofurantoin). 

The  Macrodantin  spectrum  covers  a majority 
of  urinary  tract  pathogens.  It  is  exceptionally 
effective  against  E.  coli  and  effective  against 
some  strains  of  Proteus  and  Klebsiella-Aero- 
bacter;  however,  only  a small  percentage  of 
strains  of  Pseudomonas  are  susceptible  to 
Macrodantin. 


Bacteria  develop  only  a limited  resistance  to 
furan  derivatives,  the  unique  class  of  anti- 
microbials to  which  Macrodantin  belongs. 

Theantibacterial  action  of  Macrodantin  is 
confined  to  the  urinary  tract.  (See  Indications 
Contraindications,  Precautions,  Warnings 
and  Adverse  Reactions  section  on  this  page.) 

*Due  to  susceptible  organisms.  See  Brief  Summary  including 
information  concerning  Indications.  Contraindications  and 
Adverse  Reactions. 


MACRODANTIN®  Prescribing  Information 
(nitrofurantoin  macrocrystals) 

INDICATIONS:  Macrodantin  (nitrofurantoin  mac- 
rocrystals)  is  indicated  for  the  treatment  of  pyelo- 
nephritis, pyelitis  and  cystitis  due  to  E.  coli, 
enterococci,  Staph,  aureus  or  a small  percentage 
of  strains  of  Pseudomonas,  when  demonstrated 
to  be  susceptible  by  in  vitro  susceptibility  testing. 
Also  for  treatment  of  such  infections  when  due  to 
some  susceptible  strains  of  Klebsiella-Aerobacter 
and  Proteus.  It  is  not  indicated  for  the  treatment 
of  associated  renal  cortical  or  perinephric 
abscesses,  systemic  infections  or  prostatitis. 
CONTRAINDICATIONS:  Anuria,  oliguria  or  exten- 
sive impairment  of  renal  function  is  a contraindica- 
tion. The  drug  is  contraindicated  for  infants  under 
one  month  and  in  pregnant  patients  at  term.  The 
drug  should  not  be  administered  to  persons  who 
have  shown  hypersensitivity  to  nitrofurantoin. 
WARNINGS:  Macrodantin  may  cause  hemolytic 
anemia  of  the  primaquine  sensitivity  type,  appar- 
ently linked  to  a glucose-6-phosphate  dehydro- 
genase deficiency.  This  deficiency  is  found  in 
10%  of  Negroes  and  in  a small  percentage  of 
ethnic  groups  of  Mediterranean  and  Near-Eastern 
origin.  Such  patients  should  be  observed  closely 
while  receiving  nitrofurantoin.  Discontinue  the 
drug  at  any  sign  of  hemolysis.  Hemolysis  ceases 
on  withdrawal.  Superinfections  may  occur,  most 
commonly  due  to  Pseudomonas. 

USAGE  IN  PREGNANCY:  THE  SAFETY  OF  NITRO- 
FURANTOIN DURING  PREGNANCY  AND  LACTA- 
TION HAS  NOT  BEEN  ESTABLISHED.  IT  SHOULD 
NOT  BE  USED  IN  WOMEN  OF  CHILDBEARING 
POTENTIAL  UNLESS  THE  EXPECTED  BENEFITS 
OUTWEIGH  THE  POSSIBLE  HAZARDS. 
PRECAUTIONS:  Peripheral  neuropathy  may  occur. 
A fatality  has  been  reported.  Predisposing  condi- 
tions such  as  renal  impairment,  anemia,  diabetes, 
electrolyte  imbalance,  vitamin  B deficiency  and 
debilitating  disease  may  enhance  such  occurrence 
ADVERSE  REACTIONS:  Nausea,  emesis  and  diar- 
rhea may  occur;  reduction  in  dosage  may  alleviate 
these  symptoms.  Sensitization  appearing  as 
cutaneous  eruptions  or  pruritus  has  occurred. 
Hypersensitivity  reactions  resulting  in  nonfatal 
anaphylaxis,  angioedema,  pulmonary  infiltration 
with  pleural  effusion  and  eosinophilia  have  been 
reported.  Other  possible  reactions  are  chills,  fever, 
jaundice,  asthmatic  symptoms  and  hypotension. 
Occasionally,  headache,  dizziness,  nystagmus, 
vertigo,  drowsiness,  malaise  and  muscular  aches 
have  occurred.  Transient  alopecia  has  been  re- 
ported. Leukopenia,  including  granulocytopenia, 
has  been  reported  rarely.  The  blood  picture  has 
returned  to  normal  following  cessation  of  therapy. 
As  with  other  antimicrobial  agents,  superinfec- 
tions by  resistant  organisms  may  occur.  With 
Macrodantin,  however,  these  are  limited  to  the 
genitourinary  tract  because  suppression  of  normal 
bacterial  flora  elsewhere  in  the  body  does  not  occur 
DOSAGE:  Adult:  50  to  100  mg.  four  times  a day. 
SUPPLIED:  Macrodantin  (nitrofurantoin  macro- 
crystals) Capsules  of  50  mg.  and  100  mg. 

EATON  PRODUCT  CODE — For  easy  product  iden- 
tification and  verification  — Macrodantin  cap- 
sules 50  mg.  (F03),  100  mg.  (F04). 

Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK  13815 


rMaaddantin  ^ 

^^(nitrofurantoin  macrocprstals) 

^ ^Capsules 

^ ^^50mg./100- 


DEDICATED  TO  HEALTH  NEEDS,  WORLDWIDE 


This  is  no  time  for  his 
stomach  to  be  on  his  mind 


Effective  Maalox  keeps  his 
stomach  at  ease. 

Pleasant  flavored  suspension 
or  tablets.  Does  not  cause 
constipation. 


(Magnesium-Aluminum  Hydroxide) 

William  H.  Rorer,  Inc.  rJer 
Fort  Washington,  Pa.,  U.S.A.  OU 


if  slOn  is  infected, 
or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient- 

^ broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment  i 

(polymyxin  B-bacitracin-neomycin)  I 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units;  J 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  v^hite  petrolatum  q.  s.  3 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only.  M 

\anishiné  Cream  Base  I 

Neosporin-G  creL 

(polymyxin  B-neomycin-gramicidin)  | 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  1 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  M 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  J 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  Jj 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  W 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%J 
methylparaben  as  preservative. 

in  tuL*3s  of  15  g.  ^ 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  irn 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  i 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appreciate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  \ 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


RESUMENES  DE  TRABAJOS  PRESENTADOS 
EN  EL  PROGRAMA  CIENTIFICO 


MOHS  CHEMOSURGERY  IN  THE  TREAT- 
MENT OF  CHROMOBLASTOMYCOSIS 

Luis  G.  Ortiz,  MD,  Dermatology  and  Mycology  Section, 
A.  Ruiz  Soler  Hospital,  Bayamón,  P.  R. 

Chromoblastomycosis  is  a chronic  deep  fungal  in- 
fection caused  by  five  species  of  black  fungi.  The  usual 
mode  of  entry  of  the  fungus  follows  local  trauma  most 
commonly  involving  the  extremities.  An  effective 
therapy  has  not  been  developed  although  different 
modalities  have  been  advocated  as  improving  or  even 
curing  the  disease.  These  modalities  usually  have  been 
applied  to  small  areas  of  involvement  and  include 
excision  and  grafting,  intralesional  injections  of  Am- 
photericin B,  high  doses  of  Vitamin  D,  electrosurgery 
and  Thiabendazole.  For  the  first  time  Mohs  chemo- 
surgery  is  used  in  a group  of  patients,  one  of  them  a 
rather  extensive  case.  Results  are  highly  stimulating. 

LA  GASTRITIS  MICROPAPILOMATOSA.  SU 
POTENCIALIDAD  MALIGNA 

A,  Rodriguez  Olleros,  MD  y J.  E.  Taveras,  MD 

Con  el  aumento  de  pacientes  geriátricos  la  oportuni- 
dad de  comprobar  los  cambios  degenerativos  de  las  gas- 
tritis crónica  se  acrece.  En  el  último  año  hemos  com- 
probado cinco  casos  de  gastritis  micropapilomatosa  dos 
de  las  cuales  habían  desarrollado  malignidad  gástrica. 

Estas  gastritis  micropapilomatosa  tienen  una  imagen 
radiológica  sugestiva,  y una  imágen  sospechosa  gastros- 
cópica. 

La  comprobación  se  ha  hecho  con  las  biopsias  de 
localización  selectiva. 

CARCINOMA  OF  THE  CERVIX  IN  PUERTO 
RICO 

Víctor  A.  Marcial,  MD,  Radiotherapy  Dept.,  University 
of  P.  R.  School  of  Medicine,  P.  R.  Nuclear  Center,  and  I. 
González  Martínez  Oncologic  Hospital. 

Carcinoma  of  the  cervix  is  the  most  frequent  en- 


countered malignant  tumor  in  women  in  Latin  Ameri- 
can communities.  Puerto  Rico,  in  spite  of  its  young 
population,  shows  an  incidence  of  cervical  cancer  of 
38  cases  per  100,000  vi'omen  per  year.  Public  health 
measures  directed  towards  prevention,  early  detection, 
and  effective  treatment  of  pre-invasive  fonns  of  this 
disease  have  resulted  in  an  almost  50  percent  reduction 
of  mortality  from  carcinoma  of  the  uterus  during  a 15- 
year  period.  Details  of  the  program  with  emphasis 
in  the  early  detection  and  therapeutic  aspects,  and  in 
the  results  of  treatment  of  the  invasive  forms  of  the 
disease  will  be  presented. 


SPONTANEOUS  PNEUMOTHORAX  IN  THE 
NEWBORN  (Preliminary  Report) 

Marta  Valcárcel,  MD,  Pedro  Mayol,  MD,  Nilda  Candelario, 
MS,  Department  of  Pediatrics,  University  of  Puerto  Rico, 
School  of  Medicine. 

Spontaneous  pneumothorax  is  a condition  frequently 
encountered  in  the  neonatal  period.  Since  it  was  first 
reported  by  Ruge  in  1878  there  have  been  several  re- 
ports of  pneumothorax  in  the  newborn  in  the  litera- 
ture. Early  diagnosis  is  mandatory  in  infants  with 
respiratory  distress  and  diagnostic  confirmation  may 
be  obtained  by  means  of  radiographic  studies. 

The  records  of  51  infants  with  spontaneous  pneu- 
mothorax diagnosed  at  the  University  District  Hos- 
pital from  July  1,  1968  to  June  30,  1971,  were  re- 
viewed. Factors  regarding  perinatal  conditions  were 
analyzed  in  an  attempt  to  find  a relationship  to  the 
occurrence  of  pneumothorax.  A positive  correlation 
with  this  entity  and  low  Apgar  score  in  term  or  post 
term  infants  was  obtained. 

Nineteen  babies  were  delivered  by  Cesarean  Sections. 
Obstetrical  complications  were  present  in  all  but  three 
cases,  the  most  frequent  of  these  being  the  presence  of 
meconium  stained  fluid. 

Ninety-six  percent  of  the  babies  who  developed 
pneumothorax  had  underlying  pulmonary  pathology 
namely  meconium  aspiration  or  intrauterine  pneumo- 
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nia.  74.5  percent  of  infants  were  symptomatic  before 
the  first  two  hours  of  life.  Common  manifestations 
included  cyanosis  and  retractions.  The  most  frequent 
method  of  diagnosis  was  by  means  of  chest  roentgeno- 
grams although  needle  aspiration  of  air  in  suspected 
cases  proved  to  be  a quick  and  accurate  diagnostic 
tool. 

A review  of  the  literature  and  comparison  of  our 
findings  and  other  series  reported  were  analyzed  in 
this  report. 


ROSE  BENGAL  IN  THE  DIFFEREN- 
TIAL DIAGNOSIS  OF  OBSTRUCTIVE  JAUN- 
DICE 

Julio  V.  Rivera,  MD,  Juan  T.  Tomasini,  MD  and  Pablo 
Forrestier,  BS. 

A study  will  be  presented  summarizing  an  experien- 
ce with  the  use  of  ^ ^ ^ 1 Rose  Bengal  in  the  differentia- 
tion of  obstructive  from  other  types  of  jaundice  in 
adults.  Following  the  intravenous  injection  of  the 
labeled  material  its  clearance  from  the  blood  and  its 
appearance  in  the  small  bowel  were  recorded  using 
an  external  detector  and  an  Anger  camera  respectively. 
Ten  patients  free  of  biliary  tract  disease,  fifteen  jaun- 
diced subjects  with  hepatocellular  disease  and  ten 
patients  with  obstructive  jaundice  were  studied.  Ana- 
tomical diagnosis  was  established  through  liver  biop- 
sy or  surgical  exploration  in  all  jaundiced  patients. 
Th.  effectiveness  of  this  method  as  compared  to 
other  procedures  will  be  compared. 

FOTOCOAGULACION  EN  EL  TRATAMIEN- 
TO DE  LA  RETINOPATIA  DIABETICA 

José  A.  Berrocal,  MD 

La  fotocoagulación  como  el  tratamiento  de  elec- 
ción en  la  retinopatía  diabética  ha  quedado  establecido 
en  los  últimos  tres  años. 

Por  un  lado,  los  resultados  inciertos  usando  las 
distintas  modalidades  en  la  destrucción  de  la  pituitaria 
y por  otro  lado  el  desarrollo  de  nuevos  fotocoaguladores 
ha  inclinado  decisivamente  la  balanza  hacia  la  foto- 
coagulación. 

Se  tratará  de  demostrar  nuestra  experiencia  en  Puerto 
Rico  usando  la  fotocoagulación  por  los  últimos  cinco 
años  para  el  tratamiento  de  la  retinopatía  diabética. 


PSYCHIATRIC  SERVICES  IN  TWO  SOCIA- 
LIST COUNTRIES  - RUMANIA  AND  YU- 
GOSLAVIA 

Augusto  J.  Esquibel,  MD 

The  author  surveys  two  socialist  countries  in  rela- 
tion to  their  mental  health  services.  He  describes 
the  structure  of  health  services  in  Rumania  and  Yu- 
goslavia, with  particular  emphasis  placed  on  the  deli- 
very of  mental  health  services.  A comparison  is  made 
between  the  delivery  of  health  services  in  socialist 
countries  and  in  the  United  States.  Furthermore  the 
autlior  comments  on  the  observed  life  style  of  mental 
health  professionals  in  the  socialist  countries  and  in 
the  United  States. 


LONG  TERM  HIGH  DOSE  SPIRONOLACTO- 
NE IN  PRIMARY  ALDOSTERONISM 

J.  A.  Campos,  MD,  J.  L.  Cangiano,  MD,  R.  Ramirez-Gon- 
zalez,  MD,  and  0.  Ramírez-Muxó,  MD,  Renal  Section,  Vet- 
erans Administration  Hospital. 

The  presence  of  hypokalemia,  hypertension,  insup- 
pressible  aldosterone  levels  and  suppressed  renin  values 
are  the  usual  diagnostic  criteria  for  an  aldosterone 
producing  adenoma.  Surgical  removal  of  the  adenoma 
usually  reverts  all  abnormalities.  However,  recent  ex- 
perience has  demonstrated  a significant  number  of 
patients  who  do  not  appear  to  respond  to  surgery. 

Short  term  (3-5  weeks,)  high  doses  (400  mg)  of 
spironolactone  have  been  used  as  a test  for  primary 
aldosteronism.  Its  value  in  a long  term  treatment 
for  primary  aldosteronism  has  not  been  fully  documen- 
ted. Our  preliminary  observations  in  two  patients 
meeting  all  diagnostic  criteria  for  primary  aldoste- 
ronism at  Veterans  Administration  Hospital  have  de- 
monstrated an  excellent  response  with  prolonged,  high 
doses  of  spironolactone  (initial  dose  400  mg,  main- 
tenance dose  150  mg)  without  deleterious  side  effects. 
Our  findings  demonstrate  that  spironolactone  can  be 
used  safely  and  successfully  in  lieu  of  surgery  to  treat 
primary  aldosteronism. 

PROTEIN  SELECTIVITY  PATTERNS  IN  RE 
NAL  DISEASE 

R.  Lluberes,  MT,  A.  Trevino,  MS,  J.  Cangiano,  MD,  R. 
Ramírez-González,  MD.,  and  0.  Ramirez-Muxo,  MD,  Renal 
Section,  Veterans  Administration  Hospital. 
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The  renal  clearance  of  7 proteins  was  studied  in 
20  patients  with  renal  disease.  Fourteen  patients 
had  primary  glomerular  involvement  as  demonstrated 
by  percutaneous  renal  biopsy  and  six  patients  had 
primary  tubular  involvement  (chronic  pyelonephritis 
and  polycystic  kidney  disease.)  All  determinations 
were  done  by  simple  radial  diffusion  in  immuno- 
plate  (Hyland).  Clearances  of  protein  were  determined 
by  the  standard  formula  C = UV.  The  patients  with 

P 

primary  glomerular  involvement  were  divided  histo- 
logically into  two  groups:  membranous  and  membrane 
proliferative  lesions.  The  clearances  of  transferrin  IgG, 
IgA,  and  IgM  were  higher  in  the  membranous  group. 
On  the  other  hand,  the  clearances  of  albumin  and  0(2 
macroglobulin  showed  no  significant  variation  between 
the  two  groups.  Patients  with  primary  tubular  involve- 
ment showed  a high  degree  of  selectivity,  namely, 
on  clearance  of  low  molecular  weight  proteins. 

Our  studies  demonstrate  the  value  of  protein  selecti- 
vity patterns  in  identifying  a glomerular  or  tubular 
lesion.  In  addition,  the  group  with  glomerular  lesions 
showed  nonselectivity  of  proteins  with  a higher  protein 
clearance  values  in  the  membranous  group. 

LONG  TERM  TREATMENT  OF  ADULT  NE- 
PHROTIC SYNDROME 

/.  L.  Cangiano,  MD,  R.  Ramírez-González,  MD,  A.  Tre- 
vino, MS,  R.  Lluberes,  MT  and  0.  Ramirez  Muxo,  MD,  Renal 
Section,  Veterans  Administration  Hospital. 

The  response  to  long  term,  high  dose  steroid  therapy 
was  evaluated  in  13  adults  with  nephrotic  syndrome. 
Serum  and  urinary  protein  determinations,  creatinine 
clearances  and  percutaneous  renal  biopsy  were  per- 
formed before  and  after  8 to  26  months  of  prednisone 
treatment  in  doses  ranging  from  40  to  80  mg  every  other 
day.  Of  the  13  patients,  7 had  membrano  proliferative 
lesions  and  6 had  membranous  lesions.  Only  two  pa- 
tients (membrano  proliferative)  showed  excellent  res- 
ponse with  a significant  decrease  in  proteinuria  main- 
taining or  improving  glomerular  filtration.  No  signi- 
ficant side  effects  on  deterioration  of  renal  function 
were  observed  during  the  treatment  period. 

In  our  experience  long  term  steroid  therapy  does  not 
modify  nephrotic  syndrome  due  to  membranous  glome- 
rulonephritis but  improved  2 of  6 patients  with  membra- 
no proliferative  glomerulonepbritis.  The  response  to 
tratement  did  not  correlate  with  protein  clearances  or 
histological  abnormalities. 


DIETARY  MANAGEMENT  OF  AZOTEMIC 
AND  UREMIC  PATIENTS 

R.  Ramírez-González,  MD,J.  Cangiano,  MD,  and  0.  Ramirez 
Muxo,  MD,  Renal  Section,  Veterans  Administration  Hospital. 

Dialytic  therapy  is  not  widely  available  to  treat 
azotemic  and  uremic  patients  and  therefore,  the  physi- 
cian has  to  resort  to  conservative  dietary  management 
to  prolong  their  life. 

The  purpose  of  this  presentation  is  to  familiarize 
the  practicing  physician  with  the  control  of  fluid,  elec- 
trolyte and  protein  balance  in  renal  insufficiency.  The 
importance  of  the  high  biological  value  protein  diet 
will  be  stressed  and  a modification  of  this  diet  tailored 
to  Puerto  Rican  taste  will  be  presented.  In  addition, 
the  value  of  assessing  the  individual  situation  to  salt 
balance  will  be  shown  with  illustrative  cases. 

PSYCHIATRIC  INTERVENTION  IN  A DIA- 
LYSIS PROGRAM 

Jaime  Garcia  Saavedra,  MD,  Staff  Psychiatrist,  Renal  Sec- 
tion, Veterans  Administration  Hospital. 

The  incorporation  of  a psychiatrist  to  the  hemo- 
dialysis program  of  the  San  Juan  Veterans  Adminis- 
tration Hospital  has  improved  predialysis  personality 
structure  evaluations  and  patient  selection  procedure. 
The  impact  of  dialysis  in  the  early  phases  of  incor- 
poration was  reduced  by  psychiatric  preparation  of 
patients  and  relatives.  Once  on  dialysis  the  periods 
of  anxiety  and  depression  so  common  to  these  patients 
were  managed  by  different  types  of  psychiatric  thera- 
peutic modalities,  including  therapy  to  wife  or  relatives. 
The  units’  personnel  received  instruction  and  assistance 
in  the  daily  handling  of  patients  and  their  own  anxieties 
in  dealing  with  them. 

LAPAROTOMY  AND  SPLENECTOMY  IN 
HODGKIN’S  DISEASE 

Enrique  Vélez  García,  MD,  Pedro  J.  Santiago,  MD,  Victor 
Gutiérrez,  MD,  Rafael  Sorrentino,  MD,  Antonio  Grillo,  MD, 
Juan  Velázquez,  MD  and  Norman  Maldonado,  MD,  Depart- 
ment of  Medicine,  University  of  Puerto  Rico  School  of  Me- 
dicine. 

Exploratory  laparotomy  and  splenectomy  was  per- 
formed uneventfully  in  31  patients  with  Hodgkin’s 
disease  after  the  usual  staging  procedures  including 
lymphangiography,  bone  marrow  examination,  intra- 
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venous  pyelography,  bone  survey  and  scans  of  the 
liver  and  spleen  had  been  performed.  Lymphangio- 
grams  were  performed  successfully  in  22  patients. 
Of  tbe  8 positive  ones,  4 could  not  be  corroborated 
at  laparotomy  and  4 of  tbe  14  patients  with  negative 
pre-operative  lymphangiograms  were  found  to  have 
abdominal  disease.  Splenic  disease  was  suspected 
pre-operatively  in  14  patients  but  it  was  proven  only 
in  7;  whereas  it  was  found  in  7 of  tbe  17  in  whom  it 
was  thought  to  be  absent.  Four  laparotomy  liver 
biopsies  were  unquestionably  positive  for  Hodgkin’s 
disease  and  3 others  showed  non-specific  round  cell 
infiltration.  The  pre-operative  staging  was  altered  in 
17  patients  after  laparotomy,  therefore,  it  is  felt  that 
laparotomy  is  essential  for  planning  intelligent  and 
accurate  treatment  of  Hodgkin’s  disease.  The  use  of 
this  procedure  in  other  lymphomas  as  well  as  the 
possible  long  term  adverse  effects  in  these  patients, 
remains  to  be  elucidated. 

LONG  TERM  SURVIVAL  IN  ACUTE  LEU 
KEMIA 

Norman  Maldonado,  MD,  Enrique  Vélez  Garcia,  MD  and 
Antonio  J.  Grillo,  MD,  Department  of  Medicine,  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Leukemia,  especially  in  the  acute  form,  is  a uniform- 
ly fatal  condition.  Prior  to  1948  very  few  patients 
survived  up  to  6 months.  With  the  introduction  of 
Methotrexate  in  1948  a new  era  in  the  treatment  of 
leukemia  started  and  survival  began  improving.  In 
1967  there  were  159  patients  with  acute  lympho- 
blastic leukemia  all  over  the  world  who  had  survived 
over  5 years.  Since  then,  many  more  patients  have  been 
added  to  the  list.  In  1971  the  median  survival  of  pa- 
tients with  acute  lymphoblastic  leukemia  is  approx- 
mately  36  months.  In  our  clinic  we  have  seen  4 patients 
who  are  alive  5 to  9 years  after  the-  onset  of  acute 
lymphoblastic  leukemia.  One  patient  had  a remission 
of  4 years  prior  to  a fatal  exacerbation.  Three  addi- 
tional patients  are  alive  3 years  after  diagnosis.  Im- 
munologic mechanisms  probably  plan  an  important 
role  in  the  long  term  survival  of  our  patients.  In  the 
last  few  years  newer  modalities  of  combination  chemo- 
therapy are  expected  to  improve  the  survival  and  useful 
life  of  these  patients. 

QUADRUPLE  DRUG  THERAPY  IN  THE 
TREATMENT  OF  DISSEMINATED  HODG- 
KIN’S DISEASE 


Enrique  Vélez  García,  MD,  Antonio  Grillo,  MD,  Pedro  J.' 
Santiago,  MD,  Josefina  M.  de  Torres,  MD,  Irma  Ramirez,  MD 
and  Norman  Maldonado,  MD,  Departments  of  Medicine  and 
Pediatrics,  University  of  Puerto  Rico  School  of  Medicine. 

Twenty  patients  with  advanced  Hodgkin’s  disease 
(stages  HIB  and  IV)  whose  ages  ranged  from  5 to 
68  years  were  treated  with  a 4 drug  combination 
including  nitrogen  mustard,  vincristine,  procarbazine 
hydrochloride  and  prednisone  given  in  cycles  every 
4 weeks  for  6 months.  Patient  tolerance  of  this  re- 
gimen was  excellent  although  everyone  had  significant 
nausea  and  vomiting  after  each  course.  Toxicity,  al- 
though occasionally  severe,  was  generally  tolerable 
with  one  exception.  Other  gastrointestinal  and  ner- 
vous system  side  effects  were  self  limited  and  usually 
reversible.  Seventeen  of  the  20  (85  percent)  patients 
achieved  a complete  remission  (complete  disappearan- 
ce of  all  tumor  and  return  to  normal  activity  and 
weight)  from  2 to  15  months  (mean  = 6 months)  after 
the  onset  of  therapy.  Nine  of  the  12  adult  patients 
who  attained  a complete  remission,  and  all  5 children 
are  still  in  remission  which  has  been  unmaintained 
in  the  adults  for  21,  19,  17,  16,  15,  14,  11,  8 and  6 
months  respectively  after  the  last  course  of  therapy. 
The  children  have  continued  to  receive  similar  courses 
of  drug  therapy  every  3 months.  The  3 other  patients 
are  still  alive  but  were  switched  to  other  drugs  once 
tlieir  disease  recurred.  As  suggested  by  others,  it 
appears  that  this  is  a very  effective  regimen  for  the 
treatment  of  disseminated  Hodgkin’s  disease.  The 
use  of  other  combination  programs  in  this  disease 
is  now  under  investigation. 


ISLET  CELL  ADENOMA  IN  CHILDHOOD 

Carmen  Sáenz  de  Rodriguez,  MD,  Adolfo  Pérez  Comas, 
MD,  Carmen  N.  de  Rosich,  MD,  Endocrinology  Section,  Pe- 
diatric Department,  San  Juan  City  Hospital. 

Islet  cell  adenoma  is  a rare  entity  in  infancy  and 
childhood. 

However,  in  cases  of  severe  hypoglycemia  this  con- 
dition must  be  considered  since  surgical  removal  results 
in  prompt  and  permanent  cure.  To  date  at  least  35 
cases  of  this  tumor  have  been  reported  in  detail  or 
alluded  to  in  children  younger  than  15  years.  A case 
of  a 5 year  old  girl  studied  at  the  S.J.C.H.  will  be 
added  to  the  literature  with  emphasis  on  the  levels 
of  inmunoreactive  insulin  and  proinsulin  in  relation 
to  diagnosis  and  current  therapy  with  Diazoxide. 
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TRANSIENT  POST  SURGICAL  HYPOPARA 
THYROIDISM 

Tanis  Robles,  MD  and  Lillian  Haddock,  MD,  FACP.  From 
the  Department  of  Medicine,  University  of  Puerto  Rico  School 
of  Medicine. 

Transient  hypoparathyroidism  after  thyroid  surgery 
has  rarely  been  emphasized  in  the  American  Literature. 
In  the  past  three  years  eight  subjects  have  been  recog- 
nized and  studied  by  our  group. 

All  the  cases  had  tetany  in  the  immediate  postopera- 
tive period.  The  serum  calcium  was  taken  weekly  and 
it  took  anywhere  from  one  week  to  one  year  to 
return  to  normal  in  7 of  the  subjects.  One  patient 
still  has  a serum  calcium  of  7.0  mgs./100  ml,  but  it  has 
been  only  six  months  since  he  was  operated.  Two 
parathyroids  were  identified  and  left  in  place  in  the 
operation.  The  only  treatment  received  by  the  patient 
in  the  meantime  was  oral  calcium  lactate. 

To  study  the  parathyroid  reserve,  serum  calcium, 
serum  phosphorus  and  urinary  hydroxyproline  changes 
were  measured  upon  an  infusion  of  EDTA  in  6 subjects. 
In  the  normal,  a decrease  of  2 to  3 mg/ 100  ml.  of  the 
serum  calcium  occurs  within  2 to  4 hours  of  the  EDTA 
infusion.  It  returns  to  normal  by  12  to  24  hours.  In 
two  of  the  five  normocalcemic  subjects,  the  serum  cal- 
cium remained  below  normal  24  hours  after  the  infusion 
of  EDTA.  In  the  remaining  three  the  serum  calcium 
returned  to  normal,  but  it  remained  0.5,  0.8  and  0.7 
mgs/100  ml.  below  the  basal  value. 

Upon  an  intravenous  calcium  infusion,  given  to 
study  the  calcium  retention  of  standard  load,  three 
retained  more  calcium  than  that  retained  by  normals. 

The  unawareness  of  surgeons  and  internists  that 
transient  hypoparathyroidism  exists  makes  them  label 
many  of  these  patients  as  having  permanent  hypopara- 
thyroidism. These  patients,  if  so  labelled  will  have  to 
receive  vitamin  D therapy  for  life.  Thus  the  recog- 
nition of  this  entity  is  of  great  clinical  significance. 

SERUM  LIPID  PATTERNS  IN  MALARIAL 
INFECTIONS 

Ramón  H.  Bermudez,  MD,  Marta  Cando  de  Toro,  PhD 
and  Rodrigo  Menéndez  Corrada,  MD,  Department  of  Medicine, 
San  Juan  VAH  and  UPR  School  of  Medicine. 

In  1969  G allin,  Kaye  and  O’Leary  studied  serum 
lipids  patterns  in  patients  suffering  from  severe  bac- 
terial infections.  They  found  striking  elevations  of 
total  serum  lipids  (TSL)  in  patients  with  infections 
caused  by  gram-negative  bacilli  mainly  in  concentra- 


tions of  tryglycerides  or  free  fatty  acids  or  both. 
In  contrast,  patients  with  severe  infection  caused  by 
gram-positive  cocci  had  normal  concentrations  of  total 
serum  lipids  (TSL).  Patients  with  viral  hepatitis  demons- 
trated a moderate  hyperlipidemia  which  resulted  from 
increased  concentrations  of  serum  triglycerides  and  free 
cholesterol.  Thirty-nine  patients  with  malaria  acquired 
in  Vietnam  were  included  in  this  study.  Serum  lipids 
were  obtained  prior  to,  during  and  at  completion  of 
curative  therapy.  The  study  revealed  significant  hypo- 
cholesterolemia  prior  to  therapy  which  gradually  dis- 
appeared during  therapy.  Mechanisms  and  implications 
of  these  findings  will  be  discussed  and  analyzed. 


THALASSEMIA  TRAIT  IN  PUERTO  RICO 

Norman  Maldonado,  MD,  Enrique  Velez  Garcia,  MD  and 
Norma  J.  Sánchez,  BS,  MT,  Department  of  Medicine,  Univer- 
sity of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Thalassemia,  a genetic  disorder  associated  with  im- 
paired globin  synthesis,  has  been  reported  only  in  3 
Puerto  Rican  families  to  our  knowledge.  One  patient 
had  thalassemia  major  and  another  had  sickle  cell 
thalassemia.  Only  one  patient  had  thalassemia  trait, 
or  the  heterozygous  form  of  the  disease.  We  have 
seen  six  patients  with  refractory  anemia  who  had 
hypochromia  and  microcytosis  in  the  peripheral  smear 
but  the  bone  marrow  showed  increased  iron  stores.  A2 
hemo^obin  was  elevated  in  all  the  patients  and  in  some 
of  their  relatives.  Anemia  was  aggravated  in  our  patients 
by  infections  and  pregnancies.  It  is  our  purpose  to  make 
our  medical  community  aware  that  thalassemia  trait  is 
present  in  Puerto  Rico  and  can  produce  a refractory 
anemia. 

PERICARDITIS  REUMATOIDEA 

Alejandro  E.  Franco,  MD,  Unidad  Farmacología  Clínica, 
Escuela  de  Medicina,  Universidad  de  Puerto  Rico. 

Diecisiete  (17)  pacientes  con  pericarditis  reuma toi- 
dea,  diagnosticada  clínicamente,  fueron  comparados 
con  33  casos  reportados  en  la  literatura  y con  85  casos 
de  artritis  reumatoidea,  sin  pericarditis. 

Pericarditis  reumatoidea  se  diagnosticó  más  frecuen- 
temente en  pacientes  del  sexo  masculino,  con  artritis 
reumatoidea  clásica  o definitiva.  El  factor  reumatoideo 
se  encontró  presente  en  93.3  por  ciento  de  los  pacientes 
en  esta  serie  y en  84  por  ciento  de  aquellos  reportados 
en  la  literatura.  Nódulos  subcutáneos  estaban  presentes 
en  47  por  ciento  de  los  casos  y en  24.7  por  ciento 
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de  los  controles.  Dolor  en  el  lado  izquierdo  del  pecho 
fue  la  queja  principal  en  58.8  por  ciento  y síntomas  de 
fallo  cardiaco  congestivo  en  17.6  por  ciento;  23.5  por 
ciento  no  tenían  sintomatología  cardiopulmonar. 

Un  frote  pericárdico  se  pudo  detectar  en  64.7  por 
ciento  de  los  pacientes.  Por  radiografía  del  tórax  se 
demostró  cardiomegalia  en  los  17  pacientes;  64.7  por 
ciento  de  ellos  presentaron  a la  vez  efusión  pleural. 

El  estudio  de  las  efusiones  pericárdicas  demostró 
niveles  bajos  de  glucosa  y niveles  elevados  de  dehydro- 
genasa  láctica  y gama  globulina  en  dichos  líquidos. 
Los  niveles  de  complemento  hemolítico  (CH^q)  estaban 
bajos  en  dos  efusiones  estudiadas  para  ello.  Estos  cam- 
bios en  las  efusiones  pericárdicas  parecen  ser  típicas 
de  pericarditis  reumatoidea. 

El  diagnóstico  temprano  de  esta  condición  es  im- 
portante ya  que  una  tercera  parte  de  los  pacientes 
requirieron  pericardiectomía  o murieron  debido  a su 
condición.  El  tratamiento  con  esteroides  fue  efectivo 
si  no  existía  constricción  pericárdica,  si  esta  existe, 
la  pericardiectomía  es  mandatoria.  Pacientes  tratados 
adecuadamente  tienen  un  buen  prognóstico.  La  dis- 
crepancia entre  el  por  ciento  de  pacientes  con  artritis 
reumatoidea  que  presentan  evidencia  de  pericarditis 
en  autopsia  (30-50  por  ciento)  y el  número  en  que  esta 
se  diagnostica  clínicamente,  indica  que  muchos  casos 
con  síntomas  mínimos  pasan  desapercibidos. 

TRICUSPID  ATRESIA  AND  RUDIMENTARY 
RIGHT  VENTRICLE:  LONG  TERM  SURVI- 
VORS AFTER  EXPERIMENTAL  COMPLETE 
CORRECTION 

Jorge  0.  Just  Viera,  MD,  Ernesto  Rivé-Mora,  MD,  Pablo 
J.  Altieri,  MD  and  Carlos  E.  Girod,  MD. 

Tricuspid  atresia  and  rudimentary  right  ventricle, 
simulated  experimentally  by  suturing  the  tricuspid 
valve  under  inflow  occlusion,  were  completely  cor- 
rected by  construction  of  an  atriopulmonary  shunt 
using  a fresh  pulmonary  artery  homograft.  Cardio- 
pulmonary bypass  was  not  used.  Four  of  the  original 
16  animals  were  kept  for  long  term  studies  (4  to  11 
months,  currently.  Average  values  follow:  Cardiac 
output  (1.5  L/min.);  cardiac  index  (2.4  L/min./M^); 
pulmonary  resistance  (626  dynes/sec/cm‘®);  mixed  ve- 
nous (51  percent)  and  arterial  Oa  saturations  (88  per- 
cent) right  atrial  (3)  and  mean  pulmonary  artery  (12) 
pressures;  electrocardiograms,  left  ventricular  end  dias- 
tolic pressure  (5),  serial  left  and  right  heart  angiocardio- 
graphy and  cineangiography.  The  shunt  remained 


patent  and  the  tricuspid  valve  shut,  the  animals  remained 
healthy  and  active  without  edema,  cyanosis  or  central 
nervous  system  symptoms.  Complete  return  of  the  to- 
tal systemic  venous  blood  volume  to  the  lung  for 
oxygenation  provides  physiologic  correction  of  these 
defects  and  support  the  clinical  application  of  this 
operation  as  an  alternative  to  cavopulmonary  shunt 
in  the  absence  of  pulmonary  hypertension. 

QUANTITATIVE  VECTORCARDIOGRAPHY 
IN  THE  CORONARY  CARE  UNIT 

Francisco  Olazábal,  Jr.,  MD  and  Jorge  0ms,  MD,  Department 
of  Medicine,  San  Juan  City  Hospital,  San  Juan,  Puerto  Rico 

Recently,  quantitative  vectorcardiographic  criteria 
have  been  proposed  as  a means  of  increasing  the  diagnos- 
tic accuracy  of  the  vectorcardiogram  (VCG)  in  evalua- 
tion of  patients  with  myocardial  infarction.  To  assess 
the  clinical  value  of  this  test  107  VCGs  were  done,  using 
the  Frank  lead  system,  on  100  consecutive  admissions 
to  the  San  Juan  City  Hospital  Coronary  Care  Unit.  A 
standard  12  lead  Electrocardiogram  (EKG)  was  per- 
formed at  the  same  sitting.  Following  the  established 
protocol  of  the  CCU,  clinical  diagnostic  studies  were 
performed  and  results  subsequently  evaluated  by  one 
of  the  authors  (J.O.).  Independently,  the  other  author 
(F.0.Jr.)  applied  quantitative  criteria  in  evaluation  of 
the  VCGs  and  compared  results  to  the  standard  EKGs. 
The  results  of  the  VCGs  and  EKGs  were  then  compared 
to  the  clinical  diagnosis  or  autopsy  results,  if  avail- 
able. 

The  VCG  proved  to  be  more  accurate  than  the 
EKG  in  diagnosis  of  multiple  infarctions  and  is  oc- 
casionally diagnostic  in  the  presence  of  an  apparent- 
ly normal  EKG.  In  our  hands  it  provided  an  important 
adjunct  in  evaluation  of  patients  with  suspected  myo- 
cardial infarctions. 


CORONARY  ARTERIOGRAPHY  IN  PUERTO 
RICO 

Enrique  Guerra,  BS  Eng.,  L.  A.  Román  Irizarry,  MD  and  J.  R. 
Pérez  Anzalota,  MD. 

Coronary  arteriography  is  nowadays  an  established 
and  accepted  mode  of  diagnostic  study  in  the  coronary 
artery  disease  subject.  In  1969,  our  catheterization 
team  at  the  San  Juan  City  Hospital,  in  cooperation 
with  the  electronic  engineer  of  the  Puerto  Rico  Me- 
dical Center,  started  to  establish  a routine  in  per- 
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fonning  such  studies.  This  resulted  eventually  in  per- 
fonning  the  first  double  saphenous  vein  bypass  graft 
in  triple  vessel  coronary  disease  in  Puerto  Rico. 

The  presentation  will  he  as  follows: 

1.  Mr.  Enrique  Guerra,  the  Puerto  Rico  Medical 
Center  Electronic  engineer  will  relate  his  experiences 
and  will  offer  advice  as  to  the  electronic  and  X Ray 
equipment  necessary  to  obtain  good  studies  (10  min.) 

2.  Dr.  Luis  A.  Román  will  talk  about  his  experien- 
ces on  coronary  arteriography  (techniques)  etc.  (10 
min.) 

3.  Dr.  José  Rafael  Pérez  Anzalota  will  talk  about 
the  first  saphenous  vein  bypass  in  Puerto  Rico  (10 
min.) 


SURGICAL  TREATMENT  OF  CORONARY 
ARTERY  DISEASE 

José  R.  Pérez  Anzalota,  MD,  Department  of  Surgery, 
University  of  Puerto  Rico  School  of  Medicine. 

The  most  important  advance  in  the  surgical  treat- 
ment of  coronary  artery  disease  has  been  the  recent 
development  and  application  of  the  autogenous  vein 
bypass  procedure.  This  procedure  is  the  most  im- 
portant recent  development  in  the  field  of  cardiac 
surgery.  The  saphenous  vein  is  removed  from  the  leg 
to  be  used  as  the  graft  material.  Using  temporary 
cardiopulmonary  bypass  (heart-lung  machine)  and  car- 
diac arrest  to  produce  a dry  field,  one  end  of  the 
graft  is  attached  to  the  open  artery  beyond  the  obs- 
truction and  the  other  end  of  the  graft  is  attached  to 
the  ascending  aorta  above  the  normal  site  of  coronary 
artery  origin. 

Patients  with  coronary  artery  disease  are  evaluated 
in  general  and  particularly  with  coronary  arteriography. 
Those  with  significant  disability  and  segmental  disease 
are  selected  for  operation. 

Coronary  arteriography  carries  a complication  rate 
less  than  1 percent.  The  operative  mortality  is  about 
5 percent  in  aorto  coronary  artery  bypass  operations. 

ESTUDIO  DE  ALERGENOS  EN  “MURCIE- 
LAGUINA”  CAUSANTES  DE  ASMA  BRON- 
QUIAL Y RINITIS  ALERGICA 

Orlando  Bonilla  Soto,  MD,  PhD,  Departamento  de  Mi- 
crobiología, Universidad  de  Puerto  Rico,  Escuela  de  Me- 
dicino. 

En  Puerto  Rico  el  murciélago  ha  logrado  adaptarse 
a convivir  con  el  hombre  en  hogares,  escuelas,  iglesias. 


etc.  y su  producto  de  excreción,  la  murcielaguina,  da 
lugar  con  frecuencia  a sensitización  alérgica  que  se 
manifiesta  en  ataques  de  asma  bronquial,  rinitis  alérgica 
y otros  síndromes  alérgicos. 

Para  este  estudio  se  obtuvieron  especímenes  de  mur- 
cielaguina de  una  escuela  de  Cayey  y de  la  residencia 
de  sujetos  asmáticos  de  Toa  Alta,  Caguas  y San  Germán. 
La  murcielaguina  demostró  ser  un  potente  inmunógeno 
que  contiene  un  mínimo  de  5 antígenos  detectables 
por  precipitación.  Tanto  la  técnica  de  inmunoelectro- 
foresis  como  el  fraccionamiento  en  Sephadex  demostra- 
ron que  el  factor  alérgico  no  es  una  sola  substancia  sino 
que  por  lo  menos  dos  componentes  pueden  provocar 
cutireacciones  positivas.  Las  murcielaguinas  de  diferen- 
tes regiones  de  la  isla  demostraron  ser  casi  idénticas 
en  su  composición  antigénica  y en  su  habilidad  para 
provocar  cutireacciones  positivas  en  sujetos  sensitizados. 

Gobayos  pasivamente  sensitizados  con  suero  anti- 
murcielaguina  desarrollaron  ataques  de  asma  y ana- 
filaxis  fatal  al  ser  expuestos  a un  aerosol  de  esta  subs- 
tancia. 

Extractos  de  la  piel  y pelo  del  murciélago  resultaron 
antigénicamente  diferentes  a la  murcielaguina  y no 
provocaron  cutireacciones  positivas.  Se  discute  el 
posible  origen  de  estos  alérgenos  en  relación  con  la 
dieta  del  animal  y su  contaminación  con  microorganis- 
mos y parásitos. 

ESTUDIO  DE  DERMATOGLIFICOS  EN  CON- 
TROLES NORMALES  DE  PUERTO  RICO 

Adolfo  Pérez  Comas,  MD,  José  Miguel  García  Castro,  MD 

Hemos  estudiado  en  50  varones  y 50  hembras  nor- 
males los  dermato^ifos  y surcos  de  flexión  de  las 
manos  y los  pies  para  establecer  los  valores  normales 
para  una  población  como  la  nuestra.  Es  de  extrema 
importancia  conocer  tales  valores,  que  pueden  variar 
con  las  razas  y poblaciones,  debido  a la  utilidad  de  las 
impresiones  dermopapilares  en  el  diagnóstico  de  afec- 
ciones cromosómicas  y hereditarias.  Recalcamos  su 
utilidad  en  el  diagnóstico  del  síndrome  de  Down  (mon- 
golismo),  el  cual  puede  diagnosticarse  simplemente  por 
el  estudio  de  los  dermato^ifos,  y la  gran  ayuda  que  le 
ofrece  al  clínico  en  el  diagnóstico  del  Síndrome  de 
Rubinstein  Taybi,  trisomía  13-15,  trisomía  18;  Sín- 
drome de  Klinefelter  y en  el  Síndrome  de  Turner. 
Actualmente  esdamos  finalizando  los  análisis  estadís- 
ticos, cuyos  resultados  serán  comunicados  en  la  presen- 
tación. 
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THE  “TWICE  BEATING”  ARTERIAL  PULSE 

Luis  A.  Román  Irizarry,  MD 

According  to  thfe  American  College  of  Cardiology 
and  the  American  Heart  Association,  the  “twice-beat- 
ing” pulse  is  the  term  applied  when  two  waves  are 
palpated  during  each  cardiac  cycle.  The  additional 
wave  may  occur  during  either  systole  or  diastole. 

Using  a D-R-8  Electronics  for  Medicine  electronic 


recorder,  the  authors  recorded  instances  in  which  a 
twice  beating  pulse  was  found  on  physical  examination. 
These  include  the  anacrotic  pulse,  dicrotic  pulse,  pulsus 
bisferieus  of  aortic  insufficiency  and  pulsus  bisferieus  of 
hypertrophic  subaortic  stenosis.  Examples  of  each  will 
be  presented  and  clinical  significance  of  each  will  be 
discussed. 


LEY  NUM.  4 APROBADA  EL  23  DE 
JUiMO  DE  1971 


Para  reglamentar  la  fabricación,  distribución  y dispensación  de 
las  sustancias  controladas  en  Puerto  Rico,  delimitar  las  fun- 
ciones del  Secretario  de  Salud,  establecer  procedimientos 
administrativos,  establecer  delitos  y penalidades,  autorizar 
transferencias,  derogar  y modificar  leyes,  y disponer  sobre 
la  asignación  de  fondos  para  llevar  a cabo  los  propósitos  de 
esta  ley. 


CAPITULO  I 

TITULO  CORTO  Y DEFINICIONES 

Artículo  101. — Título. — Esta  ley  se  conocerá  como  Ley  de 
Sustancias  Controladas  de  Puerto  Rico. 

Artículo  102. — Definiciones. — Las  palabras  y frases  defini- 
das en  este  artículo  tendrán  el  significado  que  se  expresa  a con- 
tinuación a menos  que  del  texto  de  la  ley  se  desprenda  otro  sig- 
nificado : 

(1)  “Adicto”  significa  todo  individuo  que  habitualmente  use 
cualquier  droga  narcótica  de  forma  tal  que  ponga  en  peligro  la 
moral,  salud,  seguridad  o bienestar  público  o que  está  tan  habi- 
tuado al  uso  de  las  drogas  narcóticas,  que  ha  perdido  el  auto- 
control con  relación  a su  adicción. 

(2)  “Administrar”  significa  la  aplicación  directa  de  una  sus- 
tancia controlada  al  cuerpo  de  un  paciente  o al  de  un  ser  humano 
objeto  de  experimentación  por  un  profesional,  por  su  agente  au- 
torizado, o por  el  propio  paciente  o ser  humano  objeto  de  ex- 
perimentación, bajo  la  dirección  y con  la  autorización  del  pro- 
fesional ya  sea  por  medio  de  inyección,  inhalación,  ingestión  o 
por  cualquier  otro  medio. 

(3)  “Paciente”  significa  todo  ser  humano  o animal  que  se 
encuentre  bajo  el  cuidado  y atención  de  un  médico,  dentista 
o veterinario. 

(4)  “Agente”  significa  la  persona  autorizada  que  actúe  a 
nombre  o bajo  las  órdenes  de  un  fabricante,  distribuidor  o dis- 
pensador, pero  no  incluye  porteadores  públicos  o empresas  de 
transporte,  almacenistas  públicos,  o sus  empleados. 

(5)  “Negociado  Federal  de  Narcóticos  y Drogas  Peligrosas” 
significa  el  Negociado  de  Narcóticos  y Drogas  Peligrosas  del 
Departamento  de  Justicia  de  los  Estados  Unidos. 

(6)  “Controlar”  significa  incluir  una  droga  o sustancia  o pre- 
cursor inmediato  en  una  clasificación,  eliminarla  de  ella,  o cam- 
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biarla  de  clasificación,  de  conformidad  con  el  Capítulo  II  de 
esta  ley. 

(7)  “Sustancia  Controlada”  significa  toda  droga  o sustancia 
o precursor  inmediato,  incluida  en  las  Clasificaciones  I,  II,  III, 
IV  y V del  Capítulo  II  de  esta  ley.  Dicha  expresión  no  incluirá 
bebidas  alcohólicas,  espíritus  destilados,  vinos,  ni  maltas,  con- 
forme a sus  definiciones  en  la  Ley  de  Bebidas  de  Puerto  Rico, 
Ley  núm.  143,  de  30  de  junio  de  1969,  según  enmendada,  ni 
el  tabaco. 

(8)  “Sustancia  falsificada”  significa  toda  sustancia  contro- 
lada que,  o cuyo  envase  o etiqueta,  exhibe  sin  autorización,  la 
marca  de  fábrica,  nombre  comercial,  u otra  marca,  señal,  nú- 
mero o diseño  identificador,  o su  semejante,  de  un  fabricante, 
distribuidor  o dispensador  que  no  es  la  persona  o personas  que 
en  realidad  fabricaron,  distribuyeron  o dispensaron  tal  sustan- 
cia y la  cual  así  falsamente  pretende  o representa  ser  el  producto 
de,  o haber  sido  distribuido  por,  tal  fabricante,  distribuidor  o 
dispensador. 

(9)  “Entregar  o Entrega”  significa  cualquier  acto  directo, 
indirecto  o intentado,  que  constituya  o implique  la  transferencia 
de  una  sustancia  controlada  exista  o no  relación  de  agencia. 

(10)  “Droga  deprimente  o estimulante”  significa: 

(A)  toda  droga  que  contenga  cualquier  cantidad  de 
(i)  ácido  barbitúrico  o cualquiera  de  sus  sales;  o (ii)  cual- 
quier derivado  del  ácido  barbitúrico  que  se  determine  como 
capaz  de  formar  hábito  por  el  Secretario  de  Salud  del  Es- 
tado Libre  Asociado  de  Puerto  Rico  y por  el  Secretario  de 
Salud,  Educación  y Bienestar  de  los  Estados  Unidos  de 
acuerdo  con  la  Sección  502(d)  de  la  “Ley  Federal  de  Ali- 
mentos, Drogas  y Cosméticos”  (52  Stat.  1050,  21  U.S.C. 
352(d)  ; 

(B)  toda  droga  que  contenga  cualquier  cantidad  de 
(i)  Anfetamina  o cualquiera  de  sus  isómeros  ópticos;  (ii) 
cualquier  sal  de  anfetamina  o cualquier  sal  de  un  isómero 
óptico  de  anfetamina;  o,  (iii)  cualquier  sustancia  que  el 
Secretario  de  Salud,  Educación  y Bienestar  de  los  Estados 
Unidos  y el  Secretario  de  Salud  del  Estado  Libre  Asociado 
de  Puerto  Rico,  previa  investigación,  encuentren  y por  re- 
glamento determinen  que  es  capaz  de  formar  hábito  debido 
a su  efecto  estimulante  en  el  sistema  nervioso  central ; o 

(C)  Dietilamida  de  ácido  lisérgico ; o 

(D)  cualquier  droga  que  contenga  cualquier  cantidad 
de  una  sustancia  que  el  Secretario  de  Salud,  Educación  y 
Bienestar  de  los  Estados  Unidos,  y el  Secretario  de  Salud 
del  Estado  Libre  Asociado  de  Puerto  Rico,  previa  investiga- 
ción, encuentren  y por  reglamento  determinen  que  tiene  po- 
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tencial  para  el  abuso  debido  a su  efecto  deprimente  o esti- 
mulante en  el  sistema  nervioso  central  o a su  efecto  aluci- 
nógeno. 

(11)  “Dispensar”  significa  prescribir  o recetar,  administrar 
o entregar  una  sustancia  controlada  al  consumidor  final,  me- 
diante prescripción  u orden  para  administrar.  Incluye  el  proceso 
de  la  preparación,  rotulación  y empaque  de  la  sustancia  contro- 
lada, para  tal  entrega.  “Dispensador”  es  el  profesional  que  dis- 
pensa una  sustancia  controlada. 

(12)  “Distribuir”  significa  entregar,  por  otro  medio  que  no 
sea  administrar  o dispensar,  una  sustancia  controlada.  “Dis- 
tribuidor” significa  la  persona  que  distribuye  una  sustancia 
controlada. 

(13)  “Droga”  significa  (1)  artículos  reconocidos  en  la  Far- 
macopea Oficial  de  los  Estados  Unidos,  en  la  Farmacopea  Home- 
opática Oficial  de  Estados  Unidos,  o en  el  Formulario  Oficial  Na- 
cional, o en  un  suplemento  de  cualquiera  de  éstos;  y (2)  artícu- 
los destinados  a usarse  en  el  diagnóstico,  cura,  alivio,  trata- 
miento, o en  la  prevención  de  enfermedades  en  el  hombre  o en 
los  animales;  y (3)  artículos  que  no  sean  alimentos,  destinados  a 
modificar  la  estructura  o una  función  del  cuerpo  del  hombre  o 
de  los  animales;  y (4)  artículos  destinados  a usarse  como  com- 
ponentes de  cualquier  artículo  mencionado  en  las  cláusulas  (1), 
(2)  ó (3)  de  este  inciso;  pero  no  incluye  artefactos  ni  sus  com- 
ponentes, partes  o accesorios. 

(14)  “Delito  grave  (felony)”  significa  cualquier  delito  cla- 
sificado por  las  leyes  locales  o federales  como  delito  grave. 

(15)  “Fabricación”  significa  la  producción,  la  importación, 
preparación,  reproducción,  confección  o elaboración  de  una  droga 
u otra  sustancia  controlada  ya  sea  directa  o indirectamente  o ex- 
trayéndola de  sustancias  de  origen  natural,  o independientemente 
por  medio  de  síntesis  química,  o por  la  combinación  de  extrac- 
ción y síntesis  química,  e incluye  cualquier  empaque  o reempa- 
que de  tal  sustancia  o la  rotulación  de  su  envase  excepto  que  el 
término  no  incluirá  la  preparación,  confección,  empaque  o rotu- 
lación por  un  profesional,  de  una  droga  u otra  sustancia,  de 
conformidad  con  las  leyes  locales  de  manera  incidental  a la  ad- 
ministración o dispensación  de  tal  droga  o sustancia  en  el  curso 
de  su  práctica  profesional.  “Fabricante”  significa  una  persona 
que  fabrica  una  droga  u otra  sustancia. 

(16)  “Marihuana”  significa  todas  las  partes  de  la  planta 
Cannabis  sativa  L.,  esté  en  proceso  de  crecimiento  o no;  las 
semillas  de  la  misma;  la  resina  extraída  de  cualquier  parte  de 
dicha  planta ; y todo  compuesto,  producto,  sal,  derivado,  mezcla, 
o preparación  de  tal  planta,  de  sus  semillas  o de  su  resina,  pero 
no  incluirá  los  tallos  maduros  de  dicha  planta,  ni  las  fibras  ob- 
tenidas de  dichos  tallos,  ni  el  aceite  o pasta  hecho  de  las  semillas 
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de  dicha  planta,  ni  cualquier  otro  compuesto,  producto,  sal,  de- 
rivado, mezcla  o preparación  de  tales  tallos  maduros,  excep- 
tuando la  resina  extraída  de  ellos,  o de  la  fibra,  aceite,  o pasta, 
ni  la  semilla  esterilizada  de  dicha  pianta  que  sea  incapaz  de  ger- 
minar. 

(17)  “Droga  narcótica”  significa  cualquiera  de  las  siguien- 
tes sustancias,  ya  sean  producidas  directa  o indirectamente  ex- 
trayéndolas de  sustancias  de  origen  vegetal,  o independientemen- 
te por  medio  de  síntesis  química,  o por  una  combinación  de  ex- 
tracción y síntesis  química: 

(A)  el  opio,  las  hojas  de  coca  y los  opiatos; 

(B)  cualquier  compuesto,  producto,  sal,  derivado,  o pre- 
paración de  opio,  hojas  de  coca  u opiatos; 

(C)  cualquier  sustancia,  y cualquier  compuesto,  pro- 
ducto, sal,  derivado  o preparación  de  la  misma,  que  sea 
químicamente  idéntica  a cualquiera  de  las  sustancias  men- 
cionadas en  los  apartados  (A)  y (B)  de  este  inciso,  con  la 
excepción  de  que  las  palabras  “droga  narcótica”,  según  se 
utilizan  en  esta  ley,  no  incluirán  las  hojas  de  coca  decocai- 
nizadas  ni  extractos  de  hojas  de  coca  si  dichos  extractos 
no  contienen  cocaína  o ecgonina. 

(18)  “Opiato”  significa  cualquier  droga  u otra  sustancia  ca- 
paz de  crear  adicción  o de  mantener  la  adicción,  en  forma  simi- 
lar a la  morfina,  o que  sea  susceptible  de  ser  convertida  en  una 
droga  que  posea  dicha  capacidad  para  crear  o mantener  la 
adicción. 

(19)  “Amapola  adormidera”  (Opium  poppy)  significa  la 
planta  de  la  especie  Papaver  soinniferum  L.,  exceptuando  sus  se- 
millas. 

(20)  “Paja  de  la  adormidera”  (Poppy  straw)  significa  to- 
das las  partes  de  la  amapola  adormidera  luego  de  ser  segada,  ex  - 
ceptuando las  semillas. 

(21)  “Profesional”  significa  médico,  dentista,  veterinario,  'in- 
vestigador científico,  farmacéutico,  farmacia,  hospital,  u Citra 
persona  con  licencia,  registrada  o en  otra  forma  autorizada  por 
el  Estado  Libre  Asociado  de  Puerto  Rico  a distribuir,  dispe  nsar, 
efectuar  experimentos  con,  o administrar  o usar  en  la  enseñanza, 
o en  los  análisis  químicos,  una  sustancia  controlada  en  el  trans- 
curso de  su  práctica  o investigación  profesional  en  el  Estado  Li- 
bre Asociado  de  Puerto  Rico. 

(22)  “Producción”  incluye  la  fabricación,  la  siembva,  el  cul- 
tivo, la  cosecha  o recogida  de  alguna  sustancia  controlada. 

(23)  “Precursor  inmediato”  significa  cualquier  sustancia: 
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(A)  que  el  Secretario  de  Salud,  Educación  y Bienestar 
de  los  Estados  Unidos,  y el  Secretario  de  Salud  del  Estado 
Libre  Asociado  de  Puerto  Rico,  determinen,  y por  regla- 
mento designen  como  el  compuesto  principal  usado  corrien- 
temente, o producido  principalmente  para  usarse,  en  la 
fabricación  de  una  sustancia  controlada; 

(B)  que  es  un  intermediario  químico  inmediato  usado 
o propenso  a ser  usado  en  la  fabricación  de  tal  sustancia 
controlada;  y 

(C)  cuyo  control  se  hace  necesario  para  prevenir,  redu- 
cir o limitar  la  fabricación  de  tal  sustancia  controlada. 

¡ 

(24)  “Secretario  de  Salud”  significa  el  Secretario  de  Salud 
del  Estado  Libre  Asociado  de  Puerto  Rico. 

(25)  “Consumidor  final”  significa  la  persona  que  ha  obte- 
nido y que  posea  lícitamente  una  sustancia  controlada  para  su 
propio  uso  o para  el  uso  de  algún  paciente. 

(26)  “Prescripción”  o “Receta”  significa  una  orden  dada 
por  un  médico,  dentista  o veterinario,  autorizado  a ejercer  su 
profesión  en  Puerto  Rico,  para  que  una  sustancia  controlada 
sea  dispensada. 

(27)  “Estados  Unidos”  significa  los  estados  de  la  Unión 
Norteamericana,  sus  territorios,  el  Distrito  de  Columbia  y el  Es- 
tado Libre  Asociado  de  Puerto  Rico. 

(28)  “Persona”  significa  persona  natural  o jurídica. 

(29)  “Ley  Federal  de  Sustancias  Controladas”  significa  el 
Título  II  del  “Comprehensive  Drug  Abuse  Prevention  and 
Control  Act  of  1970”,  Pub.  Law,  91-513,  aprobada  el  27  de  oc- 
tubre de  1970. 

CAPITULO  II 

AUTORIDAD  PARA  CONTROLAR;  NORMAS  Y CLASIFICACIONES 

Artículo  201. — Autoridad  y Normas  Para  Clasificar  Sustan- 
cias. 

(a)  El  Secretario  de  Salud  aplicará  las  disposiciones  de  esta 
ley  a las  sustancias  controladas  incluidas  en  las  clasificaciones  es- 
tablecidas en  virtud  del  artículo  202  de  la  misma  y a cualquier 
otra  droga  o sustancia  adicionada  a tales  clasificaciones  de 
acuerdo  con  esta  ley. 

Excepto  según  se  dispone  en  los  incisos  (d)  y (e),  el  Secre- 
tario de  Salud  podrá  mediante  reglamento: 

(1)  Adicionar  a dichas  clasificaciones  o transferir  de  una 
a otra  clasificación,  cualquier  droga  u otra  sustancia,  si  en- 
cuentra que  dicha  droga  u otra  sustancia  tiene  potencial  para 
el  abuso  y hace,  con  respecto  a dicha  droga  u otra  sustancia, 
las  determinaciones  dispuestas  en  el  inciso  (b)  del  artículo 
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202  para  la  clasificación  en  la  cual  dicha  droga  ha  de  ser  in- 
cluida; 

(2)  Eliminar  cualquier  droga  u otra  sustancia  de  las  clasifi- 
caciones de  la  ley  si  encuentra  que  dicha  droga  o sustancia  no 
reúne  los  requisitos  para  su  inclusión  en  clasificación  alguna. 

Los  procedimientos  para  la  adopción,  enmienda  o derogación 
de  los  reglamentos  podrán  ser  iniciados  por  el  Secretario  de  Sa- 
lud: (1)  a iniciativa  propia,  o (2)  a petición  de  cualquier  parte 
interesada. 

(b)  El  Secretario  de  Salud  antes  de  iniciar  procedimientos 
bajo  el  inciso  (a)  de  este  artículo  para  controlar  una  droga  u 
otra  sustancia  mediante  su  inclusión  en  las  clasificaciones  que 
dispone  esta  ley,  o para  eliminarlas  de  dichas  clasificaciones,  po- 
drá solicitar  de  las  agencias  pertinentes,  su  opinión,  y que  le  so- 
metan toda  información  que  tengan  en  cuanto  a si  tal  droga  u 
otra  sustancia  debe  ser  controlada  o eliminada  de  las  clasifica- 
ciones. 

(c)  Al  hacer  cualquier  determinación  de  acuerdo  con  el  inciso 
(a)  de  este  artículo  el  Secretario  de  Salud  considerará  los  si- 
guientes factores  en  relación  con  cada  droga  o sustancia  a ser 
controlada  o eliminada  de  las  clasificaciones: 

(1)  el  potencial  para  el  abuso,  real  o relativo; 

(2)  la  prueba  científica  de  sus  efectos  farmacológicos, 
si  se  conoce ; 

(3)  el  estado  del  conocimiento  científico  actual  concer- 
niente a la  droga  u otra  sustancia; 

(4)  su  historial  y el  patrón  actual  de  abuso; 

(5)  el  alcance,  duración  e implicación  del  abuso; 

(6)  qué  riesgo  hay,  si  alguno,  para  la  salud  pública; 

(7)  el  riesgo  de  crear  dependencia  síquica  o fisiológi- 
ca; y 

(8)  si  la  sustancia  es  un  precursor  inmediato  de  alguna 
sustancia  controlada  bajo  esta  ley. 

(d)  El  Secretario  de  Salud  podrá,  sin  tomar  en  considera- 
ción las  determinaciones  requeridas  por  el  inciso  (a)  de  este  ar- 
tículo, y sin  tomar  en  consideración  el  procedimiento  prescrito 
por  este  artículo,  incluir  un  precursor  inmediato  en  la  misma  cla- 
sificación en  la  cual  está  clasificada  la  sustancia  de  la  cual  es 
precursor  inmediato,  o en  cualquier  otra  clasificación  que  tenga 
una  designación  numérica  más  alta.  Si  el  Secretario  de  Salud 
designa  alguna  sustancia  como  precursor  inmediato  y la  incluye 
en  una  clasificación,  otras  sustancias  no  serán  incluidas  en  una 
clasificación  por  el  solo  hecho  de  ser  sus  precursoras. 

(e)  El  Secretario  de  Salud  excluirá  mediante  reglamento 
cualquier  sustancia  no  narcótica  de  una  clasificación  si  tal  sus- 
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tancia  puede  de  acuerdo  con  la  Ley  Federal  de  Alimentos,  Dro- 
gas y Cosméticos,  ser  vendida  sin  prescripción  o receta. 

(f)  Si  cualquier  sustancia  fuese  designada,  reclasificada, 
o eliminada  como  una  sustancia  controlada  bajo  la  Ley  Fe- 
deral de  Sustancias  Controladas,  y así  se  notificase  al  Secreta- 
rio de  Salud,  éste  procederá  a designar,  reclasificar  o elimi- 
nar dicha  sustancia  bajo  la  presente  ley,  luego  de  que  trans- 
curran 30  días  de  la  publicación  en  el  Boletín  Federal  de  una 
orden  final  designando,  reclasificando  o eliminando  la  sus- 
tancia, a menos  que  dentro  del  período  de  30  días  anteriormente 
mencionado,  el  Secretario  de  Salud  objete  la  inclusión,  reclasifi- 
cación o eliminación.  En  tal  caso,  el  Secretario  de  Salud  pu- 
blicará las  razones  de  su  objeción,  y dará  a todas  las  partes 
interesadas  la  oportunidad  de  ser  oídas.  A la  terminación  de 
la  vista  el  Secretario  de  Salud  publicará  su  decisión  durante 
3 días  en  un  periódico  de  circulación  general  en  Puerto  Rico, 
la  cual  será  final,  a menos  que  sea  alterada  mediante  legis- 
lación. Una  vez  publicada  la  objeción  del  Secretario  de  Sa- 
lud a que  se  incluya,  reclasifique,  o elimine  una  sustancia  bajo 
esta  ley,  el  control  de  la  misma  continuará,  hasta  que  el  Se- 
cretario de  Salud  publique  su  decisión. 

Artículo  202. — Clasificaciones  de  Sustancias  Controladas 

(a)  Se  establecen  cinco  clasificaciones  de  sustancias  contro- 
ladas, que  se  conocerán  como  Clasificaciones  I,  II,  III,  IV  y V. 
Tales  Clasificaciones  consistirán  inicialmente  de  las  sustancias 
enumeradas  en  este  artículo.  Las  Clasificaciones  establecidas 
por  este  artículo  serán  puestas  al  día  y publicadas  por  el  Secre- 
tario de  Salud  dos  veces  al  año  durante  el  período  de  dos  años 
en  un  periódico  de  circulación  general  comenzando  un  año  des- 
pués de  la  promulgación  de  esta  ley,  y serán  puestas  al  día  y 
vueltas  a publicar  en  un  periódico  de  circulación  general  de  ahí 
en  adelante  anualmente. 

(b)  Las  determinaciones  que  se  requieren  para  cada  clasifi- 
cación serán  como  se  expresan  a continuación: 

(1)  Clasificación  1. — 

(A)  La  droga  u otra  sustancia  tiene  un  alto  potencial 
de  abuso. 

(B)  La  droga  u otra  sustancia  no  tiene  uso  medicinal 
aceptado  en  los  Estados  Unidos. 

(C)  Ausencia  de  condiciones  aceptadas  de  seguridad 
para  su  uso  bajo  supervisión  médica. 

(2)  Clasificación  II. — 

(A)  La  droga  u otra  sustancia  tiene  un  alto  potencial 
de  abuso. 
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(B)  La  droga  u otra  sustancia  tiene  uso  medicinal  acep- 
tado en  los  Estados  Unidos,  o uso  medicinal  aceptado  con 
severas  restricciones. 

(C)  El  abuso  de  la  droga  u otra  sustancia  puede  condu- 
cir a una  grave  dependencia  sicológica  o física. 

(3)  Clasificación  III. — 

(A)  La  droga  u otra  sustancia  tiene  un  potencial  menor 
para  el  abuso  que  el  de  las  drogas  u otras  sustancias  enume- 
radas en  las  Clasificaciones  I y 11. 

(B)  La  droga  u otra  sustancia  tiene  uso  medicinal  acep- 
tado en  los  Estados  Unidos. 

(C)  El  abuso  de  la  droga  u otra  sustancia  puede  con- 
ducir a una  dependencia  física  de  carácter  leve  o moderado 
o a una  fuerte  dependencia  sicológica. 

(4)  Clasificación  IV. — 

(A)  La  droga  u otra  sustancia  tiene  un  bajo  potencial 
de  abuso  en  comparación  con  las  drogas  u otras  sustancias 
incluidas  en  la  Clasificación  III. 

(B)  La  droga  u otra  sustancia  tiene  uso  medicinal  acep- 
tado en  los  Estados  Unidos. 

(C)  El  abuso  de  la  droga  u otra  sustancia  puede  crear 
dependencia  física  o dependencia  sicológica  limitada  en 
comparación  con  las  drogas  u otras  sustancias  incluidas  en 
la  Clasificación  III. 

(5)  Clasificación  V. — 

(A)  La  droga  u otra  sustancia  tiene  un  bajo  potencial 
de  abuso  en  comparación  con  las  drogas  u otras  sustancias 
incluidas  en  la  Clasificación  IV. 

(B)  La  droga  u otra  sustancia  tiene  uso  medicinal  acep- 
tado en  los  Estados  Unidos. 

(C)  El  abuso  de  la  droga  u otra  sustancia  puede  crear 
dependencia  física  o dependencia  sicológica  limitada  en 
comparación  con  las  drogas  u otras  sustancias  incluidas  en 
la  Clasificación  IV. 

(c)  Las  Clasificaciones  I,  II,  III,  IV  y V,  salvo  que  sean  en- 
mendadas de  acuerdo  con  el  artículo  201,  consistirán  de  las  si- 
guientes drogas  u otras  sustancias,  por  cualquier  nombre  oficial, 
usual  o corriente,  químico  o comercial  con  que  se  designen : 

CLASIFICACION  I 

(a)  A menos  que  estén  específicamente  exceptuadas  o 
incluidas  en  otra  Clasificación,  se  entenderán  incluidos  en 
esta  Clasificación  cualquiera  de  los  siguientes  opiatos,  in- 
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cluyendo  sus  isómeros,  ásteres,  éteres,  sales,  y sales  de 
isómeros,  ásteres  y éteres,  siempre  que  la  existencia  de 
dichos  isómeros,  ásteres,  éteres  y sales  sea  posible  dentro 
de  la  designación  química  específica: 

(1)  Acetilmetadol 

(2)  Alilprodina 

(3)  Alf acetilmetadol 

(4)  Alfameprodina 

(6)  Alfametadol 

(6)  Bencetidina 

(7)  Betacedilmetadol 

(8)  Betameprodina 

(9)  Betametadol 

(10)  Betaprodina 

(11)  Clonitaceno 

(12)  Dextromoramida 

(13)  Dextrorfan 

(14)  Diampromida 

(16)  Dietiltiambuteno 

(16)  Dimenoxadol 

(17)  Dimepheptanol 

(18)  Dimetiltiambuteno 

(19)  Butirato  de  dioxafetil 

(20)  Dipipanona 

(21)  Etilmetiltiambuteno 

(22)  Etonitaceno 

(23)  Etoxeredina 

(24)  Furetidina 

(25)  Hidroxipetidina 

(26)  Ketobemidona 

(27)  Levomoramida 

(28)  Levofenacilmorfán 

(29)  Morferidina 

(30)  Noracimetadol 

(31)  Norlevorfanol 

(32)  Normetadona 

(33)  Norpipanona 

(34)  Fenadoxona 

(35)  Fenanpromida 

(36)  Fenomorfán 

(37)  Fenoperidina 

(38)  Piritramida 

(39)  Proheptacina 

(40)  Properidina 

(41)  Racemoramida 

(42)  Trimeperidina 

(b)  A menos  que  estén  específicamente  exceptuadas  o 
incluidas  en  otra  Clasificación,  se  entederán  incluidos  en 
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esta  Clasificación  cualquiera  de  los  siguientes  derivados  del 
opio,  sus  sales,  isómeros  y sales  de  sus  isómeros,  siempre 
que  la  existencia  de  dichas  sales,  isómeros  y sales  de  isó- 
meros sea  posible  dentro  de  la  designación  química  especi- 
fica: 

(1)  Acetorfina 

(2)  Acetildihidrocodeína 

(3)  Bencilmorfina 

(4)  Metilbromuro  de  codeína 

(5)  Codeína-N-Oxido 

(6)  Ciprenorfina 

(7)  Desomorfina 

(8)  Dihidromorfina 

(9)  Etorfina 

(10)  Heroína 

(11)  Hidromorfinol 

(12)  Metildesomorfina 

(13)  Metildihidromorfina 

(14)  Metilbromuro  de  morfina 

(15)  Metilsulf onato  de  morfina 

(16)  Morfina-N-Oxido 

(17)  Mirofina 

(18)  Nicocodeína 

(19)  Nicomorfina 

(20)  Normorfina 

(21)  Folcodina 

(22)  Tebacón 

(c)  A menos  que  estén  específicamente  exceptuadas  o 
incluidas  en  otra  Clasificación,  se  entenderán  incluidos  en 
esta  Clasificación  cualquier  material,  compuesto,  mezcla 
o preparación  que  contenga  una  cantidad  cualquiera  de 
las  siguientes  sustancias  alucinógenas,  sus  sales,  isómeros 
y sales  de  isómeros,  siempre  que  la  existencia  de  tales  sales, 
isómeros  y sales  de  isómeros  sea  posible  dentro  de  la  de- 
signación química  específica: 

(1)  3,  4-metilenodioxi  anfetamina 

(2)  6-metoxi-3,  4-metilenodioxi  anfetamina 

(3)  3,  4,  5-trimetoxi  anfetamina 

(4)  Bufotenina 

(5)  Dietiltriptamina 

(6)  Dimetiltriptamina 

(7)  4-metil-2,  5-dimetoxianfetamina 

(8)  Ibogaina 

(9)  Dietilamida  de  ácido  lisérgico 

(10)  Marihuana 

(11)  Mescalina 

(12)  Peyote 
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(13)  N-EtiI-3-piperidil  bencilato 

(14)  N-Metil-3-piperidil  bencilato 

(15)  Psilocibina 

(16)  Psilocina 

(17)  Tetrahidrocanabinol 

CLASIFICACION  II 

(a)  A menos  que  estén  específicamente  exceptuadas  o 
incluidas  en  otra  Clasificación,  se  entenderán  incluidos  en 
esta  Clasificación  cualquiera  de  las  siguientes  sustancias 
ya  sean  producidas  directa  o indirectamente  mediante  ex- 
tracción de  sust'incias  de  origen  vegetal,  o independiente- 
mente por  medio  de  sintesis  química,  o mediante  una  com- 
binación de  extracción  y síntesis  química: 

(1)  Opio  y opiato,  y cualquier  sal,  compuesto,  deri- 
vado o preparación  de  opio  u opiato. 

(2)  Cualquier  sal,  compuesto,  derivado  o preparación 
de  los  mismos  que  sea  químicamente  equivalente  o idén- 
tico a cualquiera  de  las  sustancias  mencionadas  en  el 
apartado  (1),  excepto  que  tales  sustancias  no  incluirán 
los  alcaloides  isoquínolicos  del  opio. 

(3)  Amapolas  Adormideras  y paja  de  la  adormidera. 

(4)  Hojas  de  coca  y cualquier  sal,  compuesto,  deri- 
vado o preparación  de  hojas  de  coca,  y cualquier  sal,  com- 
puesto, derivado  o preparación  de  los  mismos  que  sea 
químicamente  equivalente  a cualesquiera  de  tales  sustan- 
cias, excepto  que  éstas  no  incluirán  hojas  de  coca  decocai- 
nizadas  o extractos  de  hojas  de  coca  que  no  contengan  co- 
caína o ecgonina. 

(b)  A menos  que  estén  específicamente  exceptuados  o 
incluidos  en  otra  Clasificación,  se  entenderán  incluidos  en 
esta  Clasificación  cualquiera  de  los  siguientes  opiatos,  in- 
cluyendo sus  isómeros,  ésteres,  éteres,  sales,  y sales  de  isó- 
meros, ésteres  y éteres,  siempre  que  la  existencia  de  tales 
isómeros,  ésteres,  éteres  y sales  sea  posible  dentro  de  la 
designación  química  específica: 

(1)  Alfaprodina 

(2)  Anileridina 

(3)  Bezitr amida 

(4)  Dihidrocodeína 

(5)  Difenoxilato 

(6)  Fentanyl 

(7)  Isometadona 

(8)  Levometorfán 

(9)  Levorfanol 

(10)  Metazocina 
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(11)  Metadona 

(12)  Metadona-Intermedio,  4-ciano-2-dimetilamÍTio-4, 
4-difenil-butano 

(13)  Moramida-Intermedia,  2-meí;il-3-inorfolino-l, 
1-difenil-propanocar-boxílico  ácido 

(14)  Petidina 

( 1.5 ) Petidina-Intermedia- A,  4-ciano-  -1-1116111-4- 
fenilpiperidina 

(16)  Petidina-Intermedia-B,  etil-4- 
F eiiilpiperidina-4-carboxilato 

(17)  Petidina — Intermedia-C,  l-metil-4- 
Fenilpiperidina-4-ácido  carboxílico 

(18)  Fenazocina 

(19)  Piminodina 

(20)  Racemetorfán 

(21)  Racemorfán 

(c)  A menos  que  estén  específicamente  ex»ieptuados  o 
incluidos  en  otra  Clasificación^  se  entenderán  ii  icluidas  en 
esta  Clasificación  cualquier  líquido  inyectable  qu»  9 contenga 
cualquier  cantidad  de  metanfetamina,  incluyendo  sus  sales, 
isómeros  y sus  sales  de  isómeros* 

CLASIFICACION  III 

(a)  A menos  que  estén  específicanieiBte  eicceptuatios  o 
incluidos  en  otra  Clasificación,  se  entenderán  iacluidai?  en 
esta  Clasificación  cualquier  material,  compuestov  mezcbi,  o 
preparación  que  contenga  cualquier  cantidad  de  las  siguien- 
tes sustancias  que  tengan  un  efecto  estimulante  sobre  el 
sistema  nervioso: 

(1)  Anfetamina,  sus  sales,  isómeros  ópticos  y las  sales 
de  sus  isómeros  ópticos 

(2)  Fenmetrazina  y sus  sales 

(3)  cualquier  sustancia,  excepto  un  líquido  inyectable, 
que  contenga  cualquier  cantidad  de  metanfetamina, 
incluyendo  sus  sales,  isómeros  y sales  de  isómeros 

(4)  Metilfenidato 

(b)  A menos  que  estén  específicamente  exceptuados  o 
incluidos  en  otra  Clasificación,  se  entenderán  incluidos  en 
esta  Clasificación  cualquier  material,  compuesto,  mezcla  o 
l)repaj-ación,  que  contenga  cualquier  cantidad  de  las  siguien- 
tes sustancias  que  len.gan  un  efecto  deprimenlo  en  el  sis- 
tema nervioso  central: 

(1)  Cualquier  sustancia  que  contenga  cualquier  canti- 
dad de  algún  derivado  del  ácido  barbitúrico,  o de 
cualquier  sal  de  un  derivado  de  ácido  barbitúrico. 

(2)  Clorhexadol 
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(3)  Glutetimida 

(4)  Acido  lisérgico 

(5)  Amida  del  ácido  lisérgico 

(6)  Metiprilón 

(7)  Fenciclidina 

(8)  Sulfondietilmetano 

(9)  Sulfonetilmetano 

(10)  Sulfonmetano 

(c)  Nalorfina 

(d)  A menos  que  estén  específicamente  exceptuados  o 
incluidos  en  otra  Clasificación,  se  entenderán  incluidos  en 
esta  Clasificación  cualquier  material,  compuesto,  fnezcla, 
o preparación  que  contenga  cantidades  limitadas  de  cual- 
quiera de  las  siguientes  drogas  narcóticas,  o cualquiera  de 
sus  sales: 

(1)  No  más  de  1.80  gramos  de  codeína  por  cada  100 
mililitros  o no  más  de  90  miligramos  por  unidad  de  dosis 
con  una  cantidad  igual  o mayor  de  un  alcaloide  isoquinó- 
lico  de  opio. 

(2)  No  más  de  1.80  gramos  de  codeína  por  cada  100 
mililitros  o no  más  de  90  miligramos  por  unidad  de  dosis, 
con  uno  o más  ingredientes  activos  no  narcóticos  en  can- 
tidades terapéuticas  reconocidas. 

(3)  No  más  de  300  miligramos  de  dihidrocodeinona 
por  cada  100  mililitros  o no  más  de  15  miligramos  por  uni- 
dad de  dosis,  con  el  cuadruplo  o más  de  un  alcaloide  iso- 
quinólico  de  opio. 

(4)  No  más  de  300  miligramos  de  dihidrocodeinona 
por  cada  100  mililitros  o no  más  de  15  miligramos  por 
unidad  de  dosis,  con  uno  o más  ingredientes  activos  no 
narcóticos  en  cantidades  terapéuticas  reconocidas. 

(5)  No  más  de  1.80  gramos  de  dihidrocodeína  por  ca- 
da 100  mililitros  o no  más  de  90  miligramos  por  unidad 
de  dosis,  con  uno  o más  ingredientes  activos  no  narcóticos 
en  cantidades  terapéuticas  reconocidas. 

(6)  No  más  de  300  miligramos  de  etilmorfina  por 
cada  100  mililitros  o no  más  de  15  miligramos  por  unidad 
de  dosis,  con  uno  o más  ingredientes  activos  no  narcóticos 
en  cantidades  terapéuticas  reconocidas. 

(7)  No  más  de  500  miligramos  de  opio  por  cada  100 
mililitros  o por  cada  100  gramos,  o no  más  de  25  mili- 
gramos por  unidad  de  dosis,  con  uno  o más  ingredientes 
activos  no  narcóticos  en  cantidades  terapéuticas  reco- 
nocidas. 

(8)  No  más  de  50  miligramos  de  morfina  por  cada 


254 


Volumen  63 
Núm.  10 


Ley 


100  mililitros  o por  cada  100  gramos,  con  uno  o más  in- 
gredientes activos  no  narcóticos  en  cantidades  terapéuti- 
cas reconocidas. 

CLASIFICACION  IV 


( 1 ) Barbital 

(2)  doral  betaina 

(3)  Hidrato  de  doral 

(4)  Etclorvinol 

(5)  Etinamato 

(6)  Metohexital 

( 7 ) Meprobamato 

( 8 ) Metilf enobarbital 

(9)  Paraldehido 

(10)  Petricloral 

(11)  Fenobarbital 

CLASIFICACION  V 

Se  entenderá  incluido  en  esta  Clasificación  cualquier 
compuesto,  mezcla,  o preparación  que  contenga  cantida- 
des limitadas  de  cualquiera  de  las  simientes  drogas  nar- 
cóticas, que  deberá  incluir  uno  o más  ingredientes  medici- 
nales activos,  que  no  sean  narcóticos,  en  proporción  sufi- 
ciente para  conferirle  al  compuesto,  mezcla  o preparación, 
propiedades  medicinales  de  valor,  distintas  a las  que  posee 
la  droga  narcótica  por  si  sola: 

(1)  No  más  de  200  miligramos  de  codeína  por  cada 
100  mililitros  o por  cada  100  gramos. 

(2)  No  m.ás  de  100  miligramos  de  dehidrocodeina  por 
cada  100  mililitros  o por  cada  100  gramos. 

(3)  No  más  de  100  miligramos  de  etilmorfina  por 
cada  100  mililitros  o por  cada  100  gramos. 

(4)  No  más  da  2.5  miligramos  de  difenoxilato  y no 
menos  de  25  microgramos  de  sulfato  de  atropina  por  uni- 
dad de  dosis. 

(5)  No  más  de  100  miligramos  de  opio  por  cada  100 
mililitros  o por  cada  100  gramos. 

(d)  El  Secretario  de  Salud  podrá,  mediante  reglamento,  ex- 
ceptuar cualquier  compuesto,  mezcla  o preparación  que  contenga 
cualquier  sustancia  deprimente  o estimulante  incluida  en  los 
apartados  (a)  o (b)  de  la  Clasificación  III  o en  la  Clasificación 
IV  o V,  de  la  aplicación  total  o parcial  de  esta  ley  si  (1)  el  com- 
puesto, mezcla,  o preparación  contiene  uno  o más  o ingredientes 
activas  medicinales  que  no  tengan  un  efecto  deprimente  o estimu- 
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lante  sobre  el  sistema  nervioso  central  y (2)  dichos  ingredientes 
están  incluidos  en  combinaciones,  cantidad,  proporción  o concen- 
tración suficiente  para  contrarrestar  el  potencial  de  abuso  de  las 
sustancias  que  tienen  el  efecto  deprimente  o estimulante  sobre 
el  sistema  nervioso  central. 

CAPITULO  III 

REGISTRO  DE  LOS  FABRICANTES,  DISTRIBUIDORES  Y 
DISPENSADORES  DE  SUSTANCIAS  CONTROLADAS 

Artículo  301. — Reglas  y Reglamentos 

El  Secretario  de  Salud  aprobará  aquellas  reglas  y reglamen- 
tos que  sean  necesarios  para  el  control  de  la  fabricación,  distribu- 
ción y dispensación  de  sustancias  controladas  y fijará  los  dere- 
chos razonables  a pagarse  por  concepto  del  registro  requerido  por 
el  artículo  302. 

Artículo  302. — Personas  que  deben  registrarse 

(a)  Toda  persona  que  fabrique,  distribuya  o dispense  sus- 
tancias controladas  en  el  Estado  Libre  Asociado  de  Puerto  Rico, 
o que  desee  dedicarse  a la  fabricación,  distribución  o dispensa- 
ción de  sustancias  controladas  en  el  Estado  Libre  Asociado  de- 
berá obtener  anualmente  una  certificación  de  registro  expedida 
por  el  Secretario  de  Salud  de  acuerdo  con  las  reglas  y reglamen- 
tos aprobados  y promulgados  por  dicho  funcionario. 

(b)  Las  personas  registradas  por  el  Secretario  de  Salud,  con- 
forme a esta  ley,  para  fabricar,  distribuir  o dispensar  sustancias 
controladas  quedan  autorizadas  para  poseer,  fabricar,  distribuir 
o dispensar  dichas  sustancias,  y para  realizar  cualquier  actividad 
en  el  curso  de  investigaciones  científicas,  en  la  medida  en  que  su 
registro  lo  autorice  y de  conformidad  con  las  disposiciones  de 
esta  ley. 

(c)  Las  siguientes  personas  no  tendrán  que  registrarse  y po- 
drán lícitamente  poseer  cualquier  sustancia  controlada,  bajo  las 
disposiciones  de  esta  ley: 

(1)  El  agente  de  un  fabricante,  distribuidor  o dispen- 
sador de  sustancias  controladas  debidamente  registrado 
cuando  tal  agente  actúe  en  el  curso  normal  de  su  negocio  o 
empleo. 

(2)  Todo  porteador  público  o empresa  de  transporta- 
ción o almacenista,  o un  empleado  de  éstos,  cuando  posean 
legalmente  alguna  sustancia  controlada  en  el  curso  nor- 
mal de  su  empleo  o negocio. 

(3)  El  consumidor  final  que  posea  alguna  sustancia 
para  uno  de  los  fines  especificados  en  el  inciso  (25)  del  ar- 
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tículo  102. 

(4)  Los  funcionarios  o empleados  públicos  mientras 
cumplan  aquellos  deberes  oficiales  que  requieran  la  posesión 
o manejo  de  sustancias  controladas. 

(5)  Aquellas  personas  en  cuya  posesión  se  encuentra  la 
sustancia  controlada  con  el  fin  de  asistir  a los  funcionarios 
a cargos  de  hacer  cumplir  esta  ley. 

(d)  Se  requiere  una  inscripción  separada  en  el  registro  por 
cada  local  o establecimiento  principal  de  negocio  o de  práctica 
profesional,  donde  el  solicitante  fabrica,  distribuye  o dispensa 
sustancias  controladas.  La  certificación  de  registro  deberá  ex- 
hibirse en  un  lugar  visible  de  cada  local  o establecimiento  prin- 
cipal de  negocio  o de  práctica  profesional  donde  se  fabrican,  dis- 
tribuyen o dispensan  sustancias  controladas. 

(e)  El  Secretario  de  Salud  queda  autorizado  por  esta  ley 
para  inspeccionar  el  local  o establecimiento  del  solicitante  de 
registro,  o de  la  persona  registrada,  de  acuerdo  con  las  reglas 
y reglamentos  aprobados  y promulgados  por  él. 

Artículo  303. — Requisitos  para  el  Registro 

(a)  Toda  persona  que  desee  obtener  un  registro  bajo  esta 
ley  deberá  cumplir  con  los  siguientes  requisitos: 

A. — Radicar  una  solicitud  bajo  juramento  ante  el  Secre- 
tario de  Salud  donde  hará  constar  que  reúne  los  siguientes 
requisitos ; 

1)  Que  no  ha  sido  convicto  de  un  delito  grave  o de 
un  delito  que  implique  depravación  moral; 

2)  Que  es  mayor  de  18  años  de  edad; 

3)  Que  no  ha  sido  convicta  de  violar  esta  ley,  o cual- 
quier ley  local,  federal  o estatal,  o cualquier  ley  de  un  país 
extranjero  relacionada  con  cualquier  sustancia  definida 
en  esta  ley  como  una  sustancia  controlada,  y si  convicta, 
que  han  pasado  cinco  (5)  años  desde  que  terminó  de  cum- 
plir dicha  sentencia ; 

4)  Que  no  es  un  adicto  a drogas  narcóticas  y que  de 
acuerdo  con  su  mejor  saber  y entender  los  empleados 
tampoco  son  adictos; 

5)  Que  la  planta  física  del  establecimiento  descrito 
en  la  solicitud  está  provista  con  las  facilidades  necesa- 
rias para  proteger  y guardar  las  sustancias  controladas 
cuya  custodia  le  será  confiada  al  solicitante,  de  confor- 
midad con  los  reglamentos  promulgados  por  el  Secre- 
tario de  Salud  a tales  efectos. 
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6)  Que  el  solicitante  esté  debidamente  autorizado 
para  operar  en  el  establecimiento  descrito  en  la  solici- 
tud según  las  leyes  vigentes; 

7)  Que  el  solicitante  de  un  registro  para  dispensar 
esté  debidamente  autorizado  a ejercer  la  profesión  en 
Puerto  Rico. 

B. — Acompañar  la  solicitud  con  un  certificado  de  buena 
conducta,  expedido  por  la  Policía  de  Puerto  Rico. 

(b)  El  Secretario  de  Salud  registrará  a ^ la  persona  que 
solicite  fabricar  sustancias  controladas  de  las  induidas  en  la  Cla- 
sificación I o II  del  Capítulo  II  de  esta  ley,  cuando  determine  que 
dicha  persona  cumple  con  los  requisitos  consignados  en  el  in- 
ciso (a)  de  este  artículo  y que  el  registro  no  es  contrario  al  in- 
terés público.  En  la  determinación  del  interés  público,  se  ten- 
drán en  cuenta  los  siguientes  factores: 

(1)  La  posibilidad  del  mantenimiento  de  controles  efec- 
tivos para  impedir  la  desviación  de  determinadas  sustancias 
controladas  y de  cualquier  sustancia  compuesta  a base  de 
las  sustancias  de  la  Clasificación  I o II  hacia  otros  conduc- 
tos que  no  sean  los  conductos  industriales,  científicos,  médi- 
cos o de  investigación  legítimos;  la  limitación  de  la  impor- 
tación y fabricación  en  masa  de  dichas  sustancias  controla- 
das a un  número  de  establecimientos  que  produzcan  el  abas- 
tecimiento adecüado  e ininterrumpido  de  dichas  sustancias 
bajo  condiciones  adecuadas  para  fines  médicos,  científicos, 
industriales  o de  investigación  legítimos; 

(2)  La  posibilidad  del  cumplimiento  de  la  ley  local  y 
federal  aplicable; 

(3)  La  promoción  de  nuevas  técnicas  en  el  arte  de  la 
fabricación  y desarrollo  de  nuevas  sustancias ; 

(4)  El  récord  criminal  del  solicitante  conforme  a las 
leyes  locales,  estatales  y federales  relativo  a la  fabricación, 
distribución  y dispensación  de  tales  sustancias; 

(5)  La  experiencia  anterior  del  solicitante  en  la  fabri- 
cación de  sustancias  controladas  y la  existencia  en  el  local  o 
establecimiento  del  solicitante  de  controles  efectivos  para 
evitar  la  desviación  hacia  otros  conductos  que  no  sean 
los  legítimos;  y 

(6)  Aquellos  otros  factores  que  puedan  ser  pertinentes 
a,  y que  no  estén  en  contra  de,  la  salud  y seguridad  pública. 

(c)  El  Secretario  de  Salud  registrará  a la  persona  que  soli- 
cite distribuir  sustancias  controladas  incluidas  en  la  Clasifica- 
ción I o II,  cuando  determine  que  dicha  persona  cumple  con  los 
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requisitos  consignados  en  el  inciso  (a)  de  este  artículo  y que  el 
registro  no  es  contrario  al  interés  público.  En  la,  determinación 
del  interés  público,  se  tendrán  en  consideración  los  siguientes 
factores : 

(1)  La  posibilidad  del  mantenimiento  de  controles  efec- 
tivos para  impedir  la  desviación  de  determinadas  sustancias 
controladas  hacia  otros  conductos  de  distribución  que  no 
sean  los  conductos  industriales,  científicos  o médicos  legí- 
timos ; 

(2)  La  posibilidad  del  cumplimiento  de  la  ley  local  y fe- 
deral aplicable; 

(3)  El  récord  criminal  anterior  del  solicitante  conforme 
a las  leyes  locales,  estatales  y federales  relativo  a la  fabri- 
cación, distribución  o dispensación  de  tales  sustancias; 

(4)  La  exx)eriencia  anterior  del  solicitante  en  la  distri- 
bución de  sustancias  controladas ; y 

(5)  Aquellos  otros  factores  que  puedan  ser  pertinentes 
a,  y que  no  estén  en  contra  de,  la  salud  y seguridad  pública. 

(d)  El  registro  otorgado  conforme  a los  incisos  (b)  y (c) 
de  este  artículo  no  autoriza  a la  persona  registrada  para  (1)  fa- 
bricar o distribuir  sustancias  controladas  incluidas  en  la  Clasifi- 
cación I o II,  que  no  sean  aquellas  especificadas  en  el  registro,  ni 
(2)  para  fabricar  cualquier  cantidad  de  dichas  sustancias  en  ex- 
ceso de  la  cuota  que  le  haya  sido  asignada  por  el  Procurador 
General  de  los  Estados  Unidos,  bajo  la  sección  306  de  la  Ley 
Federal  de  Sustancias  Controladas. 

(e)  El  Secretario  de  Salud  registrará  a la  persona  que  solicite 
fabricar  sustancias  controladas  de  las  incluidas  en  las  Clasifica- 
ciones III,  IV  o V,  cuando  determine  que  dicha  persona  cumple 
con  los  requisitos  consignados  en  el  inciso  (a)  de  este  artículo  y 
que  el  registro  no  es  contrario  al  interés  público.  En  la  deter- 
minación del  interés  público  se  tendrán  en  consideración  los  si- 
guientes factores : 

(1)  La  posibilidad  del  mantenimiento  de  controles  efec- 
tivos para  evitar  la  desviación  de  determinada  sustancia 
controlada  y de  cualquier  compuesto  de  sustancia  controlada 
de  las  Clasificaciones  III,  IV  o V hacia  otros  conductos  que 
no  sean  los  médicos,  científicos  o industriales  legítimos; 

(2)  La  posibilidad  del  cumplimiento  de  la  ley  local  y fe- 
deral aplicable; 

(3)  La  promoción  de  técnicas  avanzadas  en  el  arte  de  la 
fabricación  de  dichas  sustancias  y el  desarrollo  de  nuevas 
sustancias ; 
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(4)  El  récord  criminal  anterior  del  solicitante  bajo  las 
leyes  locales,  estatales  y federales  relativo  a la  fabricación, 
distribución  o dispensación  de  tales  sustancias; 

(5)  La  experiencia  anterior  del  solicitante  en  la  fabri- 
cación, distribución  y dispensación  de  sustancias  controla- 
das y la  existencia  en  el  local  o establecimiento  del  solici- 
tante de  controles  efectivos  para  evitar  la  desviación  hacia 
otros  conductos  que  no  sean  los  legítimos ; y 

(6)  Aquellos  otros  factores  que  puedan  ser  pertinentes 
a,  y que  no  estén  en  contra  de,  la  salud  y seguridad  pública. 

(f)  El  Secretario  de  Salud  registrará  a la  persona  que  soli- 
cite distribuir  sustancias  controladas  de  las  incluidas  en  las  Cla- 
sificaciones III,  IV  o V,  cuando  determine  que  dicha  persona 
cumple  con  los  requisitos  consignados  en  el  inciso  (a)  de  este 
artículo  y que  el  registro  no  es  contrario  al  interés  público.  En 
la  determinación  del  interés  público  se  tendrán  en  consideración 
los  siguientes  factores: 

(1)  La  posibilidad  del  mantenimiento  de  controles  efec- 
tivos para  evitar  la  desviación  de  determinadas  sustancias 
controladas  hacia  conductos  que  no  sean  los  médicos,  cientí- 
ficos e industriales  legítimos ; 

(2)  La  posibilidad  del  cumplimiento  de  la  ley  local  y fe- 
deral aplicable ; 

(3)  El  récord  criminal  anterior  del  solicitante  bajo  las 
leyes  locales,  estatales  y federales  relativo  a la  fabricación, 
distribución  o dispensación  de  tales  sustancias ; 

(4)  La  experiencia  anterior  del  solicitante  en  la  distri- 
bución de  sustancias  controladas ; y 

(5)  Aquellos  otros  factores  que  puedan  ser  pertinentes 
a,  y que  no  estén  en  contra  de,  la  salud  y seguridad  pública. 

(g)  El  Secretario  de  Salud  registrará  a los  profesionales  que 
soliciten  dispensar  sustancias  controladas  de  las  Clasificaciones 
II,  III,  IV  o V,  cuando  determine  que  dicha  persona  cumple  con 
los  requisitos  consignados  en  el  inciso  (a)  de  este  artículo  y que 
el  registro  no  es  contrario  al  interés  público.  En  la  determina- 
ción del  interés  público  se  tendrán  en  consideración  los  siguien- 
tes factores: 

(1)  La  posibilidad  del  mantenimiento  de  controles  efec- 
tivos para  evitar  la  desviación  de  determinadas  sustancias 
controladas  hacia  conductos  que  no  sean  los  médicos,  cientí- 
ficos e industriales  legítimos; 

(2)  La  posibilidad  del  cumplimiento  de  la  ley  local  y fe- 
deral aplicable; 
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(3)  El  récord  criminal  anterior  del  solicitante  bajo  las 
leyes  locales,  estatales  y federales  relativo  a la  fabricación, 
distribución  o dispensación  de  tales  sustancias; 

(4)  La  experiencia  anterior  del  solicitante  en  la  dispen- 
sación de  sustancias  controladas ; y 

(5)  Aquellos  otros  factores  que  puedan  ser  pertinentes 
a,  y que  no  estén  en  contra  de,  la  salud  y seguridad  pública. 

(h)  El  Secretario  de  Salud,  determinará,  previa  investiga- 
ción, las  cualificaciones  y la  competencia  de  cada  profesional  que 
solicite  registro  para  llevar  a cabo  investigaciones  con  sustancias 
controladas  incluidas  en  la  Clasificación  I,  así  como  los  méritos 
de  cada  protocolo  de  investigación  y los  procedimientos  adecua- 
dos a seguirse  para  evitar  la  desviación  de  tales  sustancias  con- 
troladas hacia  otro  uso  que  no  sea  el  médico  o científico  legítimo. 

El  Secretario  de  Salud  podrá  denegar  el  registro  para  fines 
de  investigación  legítima  con  sustancias  de  la  Clasificación  I a 
llevarse  a cabo  por  un  profesional  que  se  haya  determinado  cua- 
lificado, solamente  sobre  alguna  de  las  bases  especificadas 
en  el  artículo  304,  o sobre  la  base  de  que  la  práctica  anterior  del 
solicitante  o de  que  los  procedimientos  propuestos  dan  motivo 
para  creer  que  el  solicitante  hará  uso  abusivo  de  tales  sustancias 
o las  transferirá  ilegalmente,  o no  protegerá  adecuadamente  el 
suministro  de  esas  sustancias  para  evitar  su  desviación  hacia 
otro  uso  que  no  sea  el  científico  o médico  legítimo. 

(i)  El  dispensador,  fabricante  o distribuidor  que  cumpla  con 
las  disposiciones  de  la  Ley  Federal  de  Sustancias  Controladas,  en 
cuanto  a registro,  excluyendo  el  pago  de  derechos,  se  considerará 
que  cumple  con  este  artículo  y deberá  someter  copia  certificada 
del  registro  del  Secretario  de  Salud. 

Artículo  304. — Denegación,  Revocación  o Suspensión  de  Re- 
gistro 

(a)  El  Secretario  de  Salud  denegará  un  registro  solicitado 
bajo  esta  ley  para  fabricar,  distribuir,  o dispensar  sustancias 
controladas  cuando  la  persona:  (1)  no  cumple  con  alguno  de 
los  requisitos  consignados  en  el  inciso  (a)  del  artículo  303, 
(2)  suministra  información  falsa  en  su  solicitud  o (3)  cuando 
determina  que  es  contrario  al  interés  público. 

(b)  El  Secretario  de  Salud  suspenderá  o revocará  un  regis- 
tro, otorgado  conforme  al  artículo  303,  para  fabricar,  distribuir 
o dispensar  una  sustancia  controlada,  si  encuentra  que  la  per- 
sona registrada: 

(1)  falsificó  alguna  parte  de  la  solicitud  presentada  de 
acuerdo  con,  o requerida  por  esta  ley; 
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(2)  ha  sido  convicta  por  delito  grave  de  acuerdo  con 
esta  ley,  o bajo  cualquier  ley  local,  federal  o estatal,  o de 
un  país  extranjero,  relacionado  con  cualquier  sustancia  de- 
finida en  esta  ley  como  una  sustancia  controlada  o ; 

(3)  su  registro  federal  o estatal  ha  sido  revocado  o sus- 
pendido por  la  autoridad  federal  o estatal  competente,  y la 
persona  no  está  ya  autorizada  por  la  ley  federal  o estatal 
para  dedicarse  a la  fabricación,  distribución  o dispensación 
de  sustancias  controladas. 

(c)  El  Secretario  de  Salud  podrá  suspender  o revocar  por 
justa  causa  un  registro  expedido  bajo  las  disposiciones  de  esta 
ley  a toda  persona  que  en  cualquier  momento  deje  de  cumplir  con 
las  disposiciones  de  la  misma. 

(d)  Antes  de  actuar  conforme  a este  artículo,  el  Secretario 
de  Salud  notificará  al  solicitante,  o a la  persona  registrada  por 
correo  certificado  con  acuse  de  recibo  a la  dirección  que  aparece 
en  su  registro,  una  orden  para  mostrar  causa  por  la  cual  el  re- 
gistro no  deba  ser  denegado,  revocado  o suspendido.  La  orden 
para  mostrar  causa,  expresará  el  motivo  de  la  misma  y citará  al 
solicitante  o a la  persona  registrada  para  comparecer  a una 
vista  ante  el  Secretario  de  Salud  o ante  el  funcionario  por  él 
designado,  en  la  fecha,  hora  y sitio  indicados  en  la  orden,  pero 
nunca  antes  de  que  transcurran  treinta  días  después  de  notifi- 
cada la  orden. 

El  procedimiento  para  denegar,  revocar  o suspender  un  re- 
gistro será  tramitado  y conducido  ante  el  Secretario  de  Salud  o 
ante  el  funcionario  en  quien  él  delegue  de  acuerdo  con  lo  dis- 
puesto en  el  Capítulo  V en  esta  ley. 

La  resolución  u orden  en  cada  caso  será  emitida  o dictada  por 
el  Secretario  de  Salud. 

Los  anteriores  procedimientos  serán  independientes  de,  y no 
en  lugar  de,  los  procesos  criminales  u otros  procedimientos  judi- 
ciales instados  conforme  a esta  ley,  o a cualquier  ley  del  Estado 
Libre  Asociado  de  Puerto  Rico. 

(e)  El  Secretario  de  Salud  podrá  suspender,  a su  discreción, 
un  registro  simultáneamente  con  la  iniciación  de  un  procedi- 
miento conforme  a este  artículo  en  aquellos  casos  en  que  deter- 
mine que  hay  peligro  inminente  para  la  salud  o seguridad  pú- 
blica. Dicha  suspensión  continuará  en  vigor  hasta  la  termina- 
ción del  procedimiento,  incluyendo  la  revisión  judicial,  a menos 
que  ei  Secretario  de  Salud  desista  del  procedimiento  o que  éste 
sea  disuelto  por  un  tribunal  competente. 

(f)  En  el  caso  de  que  el  Secretario  de  Salud  suspenda  o re- 
voque un  registro  otorgado  conforme  al  artículo  303,  todas  las 
sustancias  controladas  que  sean  de  la  propiedad,  o que  estén  en 
posesión  de  la  persona  registrada,  conforme  a su  registro  al 
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tiempo  de  la  suspensión,  o de  la  fecha  efectiva  de  la  orden  de  re- 
vocación, según  sea  el  caso,  serán  puestas  bajo  sello  y custodia, 
por  el  Secretario  de  Salud,  conforme  se  disponga  bajo  regla- 
mento. No  se  podrá  disponer  de  las  sustancias  bajo  sello  y cus- 
todia hasta  que  no  transcurra  el  término  concedido  para  solicitar 
la  revisión  o hasta  que  haya  concluido  el  procedimiento  de  revi- 
sión, a menos  que  el  Tribunal  Superior,  Sala  de  San  Juan,  en 
base  a una  solicitud  para  ello,  ordene  la  venta  de  las  sustancias 
perecederas  y la  consignación  del  importe  de  su  venta  en  dicho 
tribunal.  Una  vez  la  orden  de  revocación  o de  suspensión  del 
registro  sea  final,  las  sustancias  controladas,  o el  importe  de  su 
venta  consignado  en  el  Tribunal,  serán  confiscadas  a favor  del 
Estado  Libre  Asociado  de  Puerto  Rico  y se  dispondrá  de  las  mis- 
mas de  acuerdo  con  el  artículo  512(e).  En  caso  de  que  se  re- 
suelva a favor  de  la  persona  registrada  se  le  devolverán  a ésta 
las  sustancias  controladas  o el  importe  de  éstas  consignado  en 
el  Tribunal. 

(g)  Al  Negociado  Federal  de  Narcóticos  y Drogas  Peligro- 
sas se  le  notificará  rápidamente  por  el  Secretario  de  Salud  de 
todas  las  órdenes  de  suspensión  o revocación  y de  toda  confis- 
cación de  sustancias  controladas. 

Artículo  305. — Requisito  de  rotulación  y empaque 

(a)  Será  ilegal  distribuir  una  sustancia  controlada  en  un 
envase  comercial  a menos  que  dicho  envase  tenga  un  rótulo  se- 
gún definido  por  la  sección  201  (k)  de  la  Ley  Federal  de  Alimen- 
tos, Drogas  y Cosméticos,  conteniendo  un  símbolo  identificador 
de  dicha  sustancia,  de  acuerdo  con  la  reglamentación  del  Secre- 
tario de  Salud.  Se  requiere  un  símbolo  diferente  para  cada 
Clasificación  de  sustancias  controladas. 

(b)  Será  ilegal  que  un  fabricante  de  una  sustancia  contro- 
lada distribuya  dicha  sustancia  a menos  que  el  rótulo  de  dicha 
sustancia,  según  requerido  por  esta  ley  contenga  el  símbolo  iden- 
tificador a que  se  refiere  el  inciso  (a). 

(c)  El  rótulo  del  envase  de  una  sustancia  incluida  en  las  Cla- 
sificaciones II,  III  o IV,  deberá  contener,  cuando  sea  dispensada 
al  paciente  o para  el  uso  de  éste,  una  advertencia  clara  y concisa 
de  que  constituye  delito  el  transferir  dicha  sustancia  a otra 
persona. 

El  profesional  que  dispense  una  sustancia  controlada  incluida 
en  esta  ley,  pondrá  en  el  rótulo  que  se  fijare  al  envase,  la  si- 
guiente información: 

(1)  Nombre  y la  dirección  del  establecimiento  profe- 
sional. 

(2)  Número  de  serie  correspondiente  de  la  receta,  así 
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como  la  fecha  en  que  se  dispense  la  sustancia. 

(3)  Nombre  y apellido  del  paciente. 

(4)  Instrucciones  de  su  uso  para  el  paciente. 

(5)  Nombre  del  profesional  que  expidió  la  receta, 
(d)  Será  ilegal  distribuir  sustancias  controladas  incluidas 

en  la  Clasificación  I o II,  y drogas  narcóticas  de  las  Olasificacio- 
n^  III  o IV,  a menos  que  la  botella  u otro  envase,  el  tapón,  tapa, 
cubierta  o envoltura  esté  debidamente  sellada,  según  sea  reque- 
rido por  la  reglamentación  del  Secretario  de  Salud. 

Artículo  306. — Informes  e Inventarios 

(a)  Excepto  según  dispuesto  por  el  inciso  (c)  de  este  ar- 
tículo : 


(1)  Toda  persona  registrada,  a la  fecha  de  vigencia  de 
esta  ley,  o tan  pronto  dicha  persona  registrada  comienza  por 
vez  primera  en  la  fabricación,  distribución  o dispensación 
de  sustancias  controladas,  y cada  dos  años  a partir  de  di- 
cho momento,  deberá  preparar  y conservar  un  inventario 
completo  y exacto  de  las  existencias  de  todas  las  sustancias 
que  se  encuentren  en  su  poder,  excepto  que  se  permitirá 
que  cada  inventario  bienal,  siguiente  al  inventario  inicial 
requerido  por  este  apartado,  se  prepare  para  la  fecha  del 
inventario  regular  de  todas  las  existencias,  que  sea  la  más 
cercana  a,  y que  no  exceda  de  seis  meses,  de  la  fecha  del 
inventario  bienal ; 

(2)  Dentro  de  un  término  de  10  días  a partir  de  la  fe- 
cha en  que  entre  en  vigor  la  reglamentación  del  Secretario 
de  Salud  controlando  una  sustancia  que  anteriormente  a 
dicha  fecha  no  era  una  sustancia  controlada,  cada  persona 
registrada  bajo  esta  ley  que  fabrique,  distribuya  o dispense 
dicha  sustancia  deberá  preparar  y conservar  un  informe 
completo  y exacto  de  todas  las  existencias  de  dicha  sus- 
tancia que  tenga  en  su  poder ; 

(3)  a la  fecha  de  vigencia  de  esta  ley,  cada  persona  re- 
gistrada bajo  la  misma  que  fabrique,  distribuya  o dispense 
sustancias  controladas  deberá  preparar,  conservar,  y man- 
tener al  día,  un  informe  completo  y exacto  de  cada  sustan- 
cia, fabricada,  distribuida,  dispensada,  recibida,  vendida, 
entregada,  o en  otra  forma  dispuesta  por  él; 

(4)  Todo  fabricante  registrado  bajo  el  artículo  303  de- 
berá en  el  término  y en  la  forma  prescrita  mediante  regla- 
mento por  el  Secretario  de  Salud,  preparar  informes  perió- 
dicos para  dicho  funcionario  de  toda  venta,  entrega,  o trans- 
ferencia de  cualquier,  sustancia  controlada,  y todo  distribui- 
dor, deberá  también  en  el  término  y en  la  forma  prescrita 
mediante  reglamento  por  el  Secretario  de  Salud,  preparar 
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informes  periódicos  para  dicho  funcionario  con  relación  a 
sustancias  narcóticas  controladas,  identificando  en  dichos 
informes  a la  persona  o establecimiento  a quien  la  venta, 
entrega,  o transferencia  fue  hecha  por  el  número  de  regis- 
tro asignado  por  esta  ley. 

(b)  Cada  inventario  o informe  requerido  bajo  este  artículo: 

(1)  deberá  estar  de  acuerdo  con  y contener  aquella  ma- 
teria relevante  que  se  requiera  por  la  reglamentación  del 
Secretario  de  Salud  y por  los  formularios  que  éste  provea  al 
efecto ; 

(2)  deberá  (A)  mantenerse  separado  de  cualquier  otro 
informe  de  la  persona  registrada,  o (B)  alternativamente, 
en  el  caso  de  sustancias  no  narcóticas  controladas,  se  man- 
tendrá en  forma  tal  que  la  información  que  requiera  el  Se- 
cretario de  Salud  pueda  ser  separable  de  los  informes  o in- 
ventarios sobre  el  negocio  ordinario  del  registrado,  y 

(3)  se  mantendrán  y estarán  disponibles,  por  lo  menos 
por  un  período  de  dos  años,  para  inspección  y para  sacar 
copias  los  funcionarios  o empleados  autorizados  por  el  Se- 
cretario de  Salud  y los  funcionarios  estatales  y federales 
autorizados. 

(c)  Las  precedentes  disposiciones  de  este  artículo  no  apli- 
carán : 


(1)  A los  profesionales  que  prescriban  o administren 
sustancias  controladas  de  las  Clasificaciones  IT,  III,  IV  o V 
en  el  curso  legítimo  de  su  práctica  profesional.  Los  profe- 
sionales así  exceptuados  deberán  mantener  y conservar  una 
relación  de  todas  las  sustancias  controladas  administradas  o 
suministradas  a sus  pacientes,  con  expresión  de  la  cantidad, 
fecha,  nombre  y dirección  del  paciente.  Dicha  relación  se- 
re* conservada  por  un  período  de  2 años  desde  la  fecha  en 
que  se  administraron,  o se  suministraron  las  sustancias. 

(2)  Al  uso  de  sustancias  controladas  en  locales  o esta- 
blecimientos registrados  bajo  esta  ley  que  preparen  y con- 
serven informes  sobre  dichas  sustancias,  en  investigaciones 
autorizadas  bajo  las  leyes  locales  o federales,  o en  la  en- 
señanza. 

(d)  El  cumplimiento  de  las  disposiciones  de  la  Ley  Federal 
de  Sustancias  Controladas,  con  respecto  a informes  e inventa- 
rios, se  considerará  como  cumplimiento  a las  disposiciones  de 
este  Articulo. 

Artículo  307. — Hojas  Oficiales  de  Pedido 
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(a)  Será  ilegal  que  una  persona  distribuya  a otra  persona 
una  sustancia  controlada  de  la  Clasificación  I o II  excepto  me- 
diante la  presentación  y entrega  de  una  hoja  oficial  escrita  de 
pedido  de  la  persona  a quien  dicha  sustancia  se  distribuye,  pre- 
parada en  un  formulario  que  será  emitido  en  blanco  por  el  Se- 
cretario de  Salud,  a tenor  de  lo  dispuesto  en  el  inciso  (d)  y de  la 
reglamentación  que  promulgue  dicho  funcionario  bajo  este  ar- 
tículo. 

(b)  Las  disposiciones  del  inciso  (a)  no  aplicarán  a la  en- 
trega de  tales  sustancias  a,  o por  un  porteador  público  o empresa 
de  transporte  para  la  transportación  de  dichas  sustancias  en  el 
curso  legítimo  y normal  de  su  negocio,  o por  un  almacenista  para 
almacenamiento  en  el  curso  legítimo  y normal  de  su  negocio; 
pero  cuando  dicho  transporte  o almacenamiento  se  relaciona  con 
la  distribución  por  el  propietario  de  la  sustancia  a una  tercera 
persona,  este  inciso  no  relevará  al  distribuidor  del  cumplimiento 
del  inciso  (a). 

(c)  (1)  Toda  persona  que,  de  acuerdo  con  una  hoja  oficial  de 
pedido  requerida  por  el  inciso  (a),  distribuya  una  sustancia  con- 
trolada, deberá  conservar  una  copia  de  dicha  hoja  de  pedido  por 
un  período  de  dos  años,  y tendrá  la  hoja  oficial  de  pedido  dis- 
ponible para  inspección  y para  sacar  copia  por  los  funcionarios 
y empleados  del  Estado  Libre  Asociado  debidamente  autorizados 
por  el  Secretario  de  Salud  y por  funcionarios  o empleados  fede- 
rales o estatales  que  tengan  a su  cargo  el  poner  en  ejecución  las 
disposiciones  de  ley  reglamentando  la  fabricación  o reglamen- 
tando la  distribución  o dispensación  de  sustancias  controladas 
en  sus  jurisdicciones  y que  están  autorizadas  por  dichas  leyes 
para  inspeccionar  dichas  hojas.  Además,  dentro  de  los  prime- 
ros cinco  (5)  días  del  mes  siguiente  a aquel  en  que  se  hubiera 
efectuado  la  distribución,  dicha  persona  deberá  enviar  una  foto- 
copia de  dicha  hoja  al  Secretario  de  Salud  o,  en  su  defecto,  una 
copia  del  formulario  de  la  hoja  oficial  de  pedido  que  le  suminis- 
tre el  Secretario  de  Salud. 

(2)  Toda  persona  que  suministre  una  hoja  de  pedido,  de 
las  requeridas  por  el  inciso  (a),  deberá,  al  momento  de,  o antes 
de  suministrar  la  hoja,  preparar  una  copia  de  dicha  hoja  en 
un  formulario  que  será  emitido  por  el  Secretario  de  Salud  de 
acuerdo  con  el  inciso  (d)  y con  la  reglamentación  promulgada  por 
él  bajo  este  artículo,  y si  la  hoja  de  pedido  es  aceptada  deberá 
conservar  dicha  copia  por  un  período  de  dos  años  y lo  tendrá 
disponible  para  inspección  y para  sacar  copias  por  los  funciona- 
rios o empleados  mencionados  en  el  apartado  (1)  de  este  inciso. 

(d)  (1)  El  Secretario  de  Salud  deberá  proveer  los  formula- 
rios de  la  hoja  de  pedido  a que  se  refieren  los  incisos  (a)  y (c) 
solamente  a aquellas  personas  debidamente  registradas  de 
acuerdo  con  el  artículo  303.  Siempre  que  uno  de  dichos  formu- 
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larios  se  emita  a una  persona,  el  Secretario  de  Salud  deberá, 
antes  de  entregarlo,  insertar  el  nombre  y el  número  de  registro 
de  la  persona  a quien  se  emita,  y será  ilegal  el  que  cualquier  otra 
persona  (A)  use  dicho  formulario  con  el  propósito  de  obtener 
sustancias  controladas  o (B)  que  le  provea  dicho  formulario  a 
cualquier  persona  con  la  intención  de  conseguir  la  distribución 
ele  dichas  sustancias. 

(2)  El  Secretario  de  Salud  podrá  fijar  derechos  razona- 
bles a pagarse  por  los  formularios  de  hoja  de  pedido  en  la  can- 
tidad que  él  determine  con  el  propósito  de  cubrir  el  costo  de  la 
preparación  y emisión  de  éstos,  así  como  cualquier  otra  actividad 
relacionada  con  la  preparación  y emisión  de  dichos  formularios. 

(e)  Será  ilegal  que  una  persona  obtenga  sustancias  contro- 
ladas valiéndose  de  una  hoja  oficial  de  pedido  emitida  bajo  la 
autoridad  conferida  por  este  artículo  para  otro  propósito  que  no 
sea  para  el  uso,  distribución,  dispensación  o administración  de  la 
sustancia  en  el  curso  legítimo  y normal  de  su  práctica  profesio- 
nal o investigación. 

(f)  El  cumplimiento  de  las  disposiciones  de  la  Ley  Federal 
de  Sustancias  Controladas,  con  respecto  a hojas  oficiales  de  pe- 
dido, se  considerará  como  cumplimiento  con  las  disposiciones  de 
este  artículo,  debiendo  remitirse  copia  de  dichas  hojas  al  Se- 
cretario de  Salud. 

Artículo  808. — Recetan 

(a)  Ninguna  sustancia  controlada  incluida  en  la  Clasifica- 
ción II  podrá  dispensarse  sin  receta  escrita  de  un  profesional, 
excepto  en  situaciones  de  emergencia  según  lo  disponga  el 
Secretario  de  Salud  por  reglamento,  en  el  cual  caso  el  profesio- 
nal podrá  dispensar  la  sustancia  mediante  receta  oral  la  cual 
deberá  poner  por  escrito  y remitir  al  dispensador  dentro  de  un 
término  de  cuarentiodio  (48)  horas,  a partir  de  la  hora  en  que 
el  referido  profesional  dispense  dicha  sustancia.  Ninguna  re- 
ceta de  una  sustancia  controlada  de  la  Clasificación  II  será 
dispensada  por  segunda  vez  con  la  misma  receta. 

(b)  Ninguna  sustancia  controlada  de  la  Clasificación  III  o 
IV,  podrá  dispensarse  sin  receta  escrita  u oral  de  un  profesional. 
Dichas  recetas  podrán  repetirse  mediante  indicación  del  profe- 
sional, no  más  de  cinco  veces  dentro  del  término  de  seis  meses 
a partir  de  la  fecha  de  la  expedición  de  la  receta  a menos  que  el 
profesional  expida  una  nueva  receta. 

(c)  Las  recetas  requeridas  en  los  incisos  (a)  y (b)  de  este 
artículo  se  conservarán  en  la  forma  dispuesta  por  el  inciso 
(c)  (1)  del  Artículo  307  de  esta  ley,  para  la  conservación  de 
las  hojas  oficiales  de  pedido. 
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(d)  Ninguna  sustancia  controlada  de  la  Clasificación  V,  que 
sea  una  droga,  será  distribuida  o dispensada  si  no  es  para  fines 
medicinales. 

(e)  El  Secretario  de  Salud  mediante  reglamento,  estable- 
cerá los  controles  que  estime  necesarios  para  la  distribución 
o dispensación  de  las  sustancias  controladas. 

Artículo  309. — Ventas  o traspaso  de  existencias  de  sustan- 
cias controladas  de  una  farmacia  o negecio  establecido. 

Para  realizarse  una  venta  o traspaso  en  cualquier  forma  de 
las  existencias  de  sustancias  controladas  pertenecientes  a una 
farmacia  o negocio  establecido,  autorizado  por  ley,  y relacio- 
nado con  la  distribución  o dispensación  de  sustancias  controla- 
das, deberán  observarse  los  trámites  señalados  en  los  incisos 
siguientes : 

(a)  El  vendedor  notificará  su  propósito  de  vender  al  Secre- 
tario de  Salud  y solicitará  autorización  para  traspasar  las 
existencias  de  sustancias  controladas  al  comprador  incluyendo 
a tal  fin  un  inventario  jurado  de  las  sustancias  que  van  a ser 
traspasadas. 

(b)  Una  vez  que  el  Secretario  de  Salud  haya  autorizado  el 
traspaso,  la  entrega  se  efectuará  ante  un  funcionario  del  Depar- 
tamento de  Salud  debidamente  autorizado  para  ello,  a tenor  con 
la  reglamentación  aprobada  por  el  Secretario  de  Salud. 

Artículo  310. — Carácter  confidencial  de  los  informes  y de- 
más documentos. 

(a)  Documento  público  e inspección. — 

(1)  Los  informes,  declaraciones,  registros  o cualquier 
otro  documento  rendidos  en  virtud  de  las  disposiciones  de 
esta  ley  constituirán  documentos  públicos ; pero  excepto  se- 
gún más  adelante  se  provee  en  este  artículo,  estarán  dispo- 
nibles para  inspección  solamente  mediante  las  reglas  y re- 
glamentos prescritos  por  el  Secretario  de  Salud. 

(2)  Cuando  un  informe,  declaración,  registro  o docu- 
mento de  cualquier  clase  estuviere  libre  para  ser  inspeccio- 
nado por  cualquier  persona  se  expedirá,  previa  solicitud, 
copia  certificada  del  mismo  sujeto  a las  reglas  y reglamen- 
tos prescritos  por  el  Secretario  de  Salud.  Dicho  Secretario 
podrá  prescribir  derechos  razonables  por  suministrar  dicha 
copia. 

(b)  Inspección  por  comisiones  de  la  Asamblea  Legislativa. — 
Comisión  de  Salud  y Bienestar  y comisiones  especiales. 

(1)  El  Secretario  de  Salud  y cualquier  funcionario  o 
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empleado  del  Departameno  de  Salud,  a solicitud  de  la  Co- 
misión de  Salud  y Bienestar  de  la  Cámara  de  Representan- 
tes, de  la  Comisión  de  Salud  y Bienestar  del  Senado,  o una 
comisión  especial  del  Senado  o de  la  Cámara  especialmente 
autorizada  para  investigar  los  documentos  arriba  mencio- 
nados por  resolución  del  Senado  o de  la  Cámara,  o una  co- 
misión conjunta  así  autorizada  mediante  resolución  concu- 
rrente, suministrará  a dicha  comisión  reunida  en  sesión  eje- 
cutiva cualquier  información  de  cualquier  naturaleza  conte- 
nida o expresada  de  tales  documentos. 

(2)  Cualquiera  de  las  referidas  comisiones  bien  ac- 
tuando directamente  como  comisión,  o mediante  los  examina- 
dores o agentes  que  designare  o nombrare,  tendrá  facultad 
para  inspeccionar  cualquiera  o todos  los  documentos  en  cual- 
quier tiempo  y en  cualquier  forma  que  así  determinare. 

(3)  Cualquier  información  así  obtenida  por  la  comisión, 
podrá  ser  sometida  al  Senado  o a la  Cámara,  o al  Senado 
y la  Cámara,  según  fuere  el  caso. 

(c)  No  revelación  de  su  contenido. — Ningún  funcionario  o 
empleado  del  Departamento  de  Salud  divulgará,  o dará  a cono- 
cer bajo  ninguna  circunstancia,  excepto  de  acuerdo  con  esta  ley, 
la  información  contenida  en  los  informes,  declaraciones,  regis- 
tros u otros  documentos  examinados  por,  o suministrados  al  Se- 
cretario de  Salud,  ni  permitirá  el  examen  o inspección  de  los 
mismos  a personas  que  no  estén  legalmente  autorizadas.  Todo 
funcionario  o empleado  que  violare  esta  disposición  será  culpa- 
ble de  delito  grave,  y convicto  que  fuere  será  castigado  con  la 
pena  dispuesta  en  el  artículo  409  de  esta  ley. 

Artículo  311. — Deber  de  informar 

El  Secretario  de  Salud  tendrá  la  obligación  y la  responsabi- 
lidad de  informar  al  Secretario  de  Justicia  y al  Superintendente 
de  la  Policía  sobre  las  violaciones  a esta  ley  que  lleguen  a su 
conocimiento,  excepto  cuando  se  trate  de  infracciones  pura- 
mente técnicas. 


CAPITULO  IV 
DELITOS  Y PENALIDADES 

Artículo  401. — Actos  Prohibidos  (A)  y Penalidades 

(a)  Excepto  en  la  forma  autorizada  en  esta  ley,  será  ilegal 
el  que  cualquier  persona,  a sabiendas  o intencionalmente : 

(1)  Fabrique,  distribuya,  dispense,  transporte  u oculte, 
o posea  con  la  intención  de  fabricar,  distribuir,  dispensar, 
transportar  u ocultar  una  sustancia  controlada; 

(2)  produzca,  distribuya  o dispense,  transporte  u oculte 
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o posea  con  la  intención  de  distribuir  o dispensar,  traspor- 
tar u ocultar  una  sustancia  falsificada. 

(b)  Excepto  lo  establecido  por  el  artículo  405,  toda  persona 
que  viole  lo  dispuesto  por  el  inciso  (a)  de  este  artículo  convicta 
que  fuere  será  sentenciada  en  la  forma  siguiente : 

(1)  (A)  En  el  caso  de  alguna  sustancia  controlada  in- 
cluida en  las  Clasificaciones  I o II,  que  sean  drogas  narcó- 
ticas, incurrirá  en  delito  grave,  y convicta  que  fuere  será 
sentenciada  a la  pena  mínima  de  10  años  y máxima  de  30 
años  de  prisión,  y además  podrá  ser  multada  en  una  canti- 
dad que  no  excederá  de  $25,000. 

Si  cualquier  persona  comete  tal  violación  después  de  una 
o más  convicciones  previas,  que  sean  firmes,  por  delito  cas- 
tigable  bajo  este  apartado,  o por  delito  grave  bajo  cualquier 
disposición  de  esta  ley  o de  cualquier  ley  de  los  Estados  Uni- 
dos, relacionada  con  drogas  narcóticas,  marihuana,  sustan- 
cias deprimentes  o estimulantes,  dicha  persona  incurrirá  en 
delito  grave  y convicta  que  fuere  será  sentenciada  a la  pena 
mínima  de  20  años  y máxima  de  50  años  de  prisión,  y ade- 
más podrá  ser  multada  en  una  cantidad  que  no  excederá  de 
$50,000. 

(B)  En  el  caso  de  alguna  sustancia  controlada  incluida 
en  Clasificación  I que  no  sea  droga  narcótica,  tal  persona 
incurrirá  en  delito  grave,  y convicta  que  fuere  será  senten- 
ciada a la  pena  mínima  de  5 años  y máxima  de  20  años  de 
prisión  y además  podrá  ser  multada  en  una  cantidad  que 
no  excederá  de  $20,000. 

Si  cualquier  persona  comete  tal  violación  después  de  una 
o más  convicciones  previas,  que  sean  firmes  por  delito  casti- 
gable  bajo  este  apartado,  o por  delito  grave  bajo  cualquier 
disposición  de  esta  ley  o de  cualquier  ley  de  los  Estados 
Unidos  relacionada  con  drogas  narcóticas,  marihuana,  sus- 
tancias deprimentes  o estimulantes,  dicha  persona  incurrirá 
en  delito  grave  y convicta  que  fuere  será  sentencias  a la 
pena  mínima  de  10  años  y máxima  de  40  años  de  prisión  y 
además  podrá  ser  multada  en  una  cantidad  que  no  excederá 
de  $30,000. 

(C)  En  el  caso  de  alguna  sustancia  controlada  incluida 
en  la  Clasificación  II,  que  no  sea  droga  narcótica,  o en  el 
caso  de  una  sustancia  controlada  incluida  en  la  Clasificación 
III,  tal  persona  incurrirá  en  delito  grave  y convicta  que 
fuere  será  sentenciada  a la  pena  mínima  de  5 años  y má- 
xima de  10  años  de  prisión  y además  podrá  ser  multada  en 
una  cantidad  que  no  excederá  de  $15,000. 

Si  cualquier  persona  comete  dicha  violación  después  de 
una  o más  convicciones  previas  que  sean  firmes  por  delito 
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castigable  bajo  este  apartado,  o por  delito  grave  castigable 
bajo  cualquier  otra  disposición  de  esta  ley  o de  cualquier 
ley  de  los  Estados  Unidos  relacionada  con  drogas  narcóticas, 
marihuana,  sustancias  deprimentes  o estimulantes,  tal  per- 
sona incurrirá  en  delito  grave  y convicta  que  fuere  será 
sentenciada  a la  pena  mínima  de  10  años  y máxima  de  20 
años  de  prisión  y además  podrá  ser  multada  en  una  cantidad 
que  no  excederá  de  $30,000. 

(2)  En  el  caso  de  alguna  sustancia  controlada  incluida 
en  la  Clasificación  IV,  tal  persona  incurrirá  en  delito  grave 
y convicta  que  fuere  será  sentenciada  a la  pena  mínima  de 
1 año  y máxima  de  5 años  de  prisión  y además  podrá  ser 
multada  en  una  cantidad  que  no  excederá  de  $10,000. 

Si  cualquier  persona  comete  tal  violación  después  de  una 
o más  convicciones  previas,  que  sean  firmes  por  delito  cas- 
tigable bajo  este  apartado,  o por  un  delito  grave  castigable 
bajo  cualquier  otra  disposición  de  esta  ley,  o de  cualquier 
ley  de  los  Estados  Unidos,  relacionada  con  drogas  narcó- 
ticas, marihuana,  sustancias  deprimentes  o estimulantes, 
tal  persona  incurrirá  en  delito  grave  y convicta  que  fuere 
será  sentenciada  a la  pena  mínima  de  2 años  y máxima  de 
10  años  de  prisión,  y además  podrá  ser  multada  en  una 
cantidad  que  no  excederá  de  $20,000. 

(3)  En  el  caso  de  una  sustancia  controlada  incluida  en 
la  Clasificación  V,  tal  persona  incurrirá  en  delito  grave  y 
convicta  que  fuere  será  sentenciada  a la  pena  mínima  de  1 
año  y máxima  de  3 años  de  prisión,  y además  podrá  ser  mul- 
tada en  una  cantidad  que  no  excederá  de  $5,000. 

Si  cualquier  persona  comete  tal  violación  después  de  una 
o más  convicciones  previas,  que  sean  firmes,  por  delito  cas- 
tigable bajo  este  apartado,  o por  un  delito  grave  castigable 
bajo  cualquier  otra  disposición  de  esta  ley,  o de  cualquier 
ley  de  los  Estados  Unidos  relacionada  con  drogas  narcóti- 
cas, marihuana,  sustancias  deprimentes  o estimulantes,  tal 
persona  incurrirá  en  delito  grave  y convicta  que  fuere  será 
sentenciada  a la  pena  mínima  de  2 años  y máxima  de  6 años 
de  prisión,  y además  podrá  ser  multada  en  una  cantidad  que 
no  excederá  de  $10,000. 

Artículo  402. — Actos  Prohibidos  (B)  y Penalidades 
(a)  Será  ilegal  el  que  cualquier  persona: 

(1)  Sujeta  a los  requisitos  del  Capítulo  III  de  esta  ley, 
distribuya  o dispense  una  sustancia  controlada,  en  violación 
al  Artículo  308; 

(2)  que  haya  sido  registrada,  distribuya  o dispense  al- 
guna sustancia  controlada  no  autorizada  por  su  registro  a 
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otra  persona  registrada  o a otra  persona  autorizada,  o que 
fabrique  alguna  sustancia  controlada  no  autorizada  por  su 
registro ; 

(3)  omita,  remueva,  altere  o destruya  algún  símbolo  o 
rótulo  requerido  por  el  artículo  305  de  esta  ley; 

(4)  rehúse,  o deje  de  preparar,  conservar,  llevar  o su- 
ministrar cualquier  récord,  notificación,  formulario,  infor- 
me, libro,  hoja  oficial  de  pedido,  o información  requeridos 
por  esta  ley; 

(5)  se  niegue  a dar  entrada  en  los  terrenos  o locales  su- 
jetos a inspección  conforme  a esta  ley,  o impida  cualquier 
inspección  autorizada  por  la  misma; 

(6)  remueva,  destruya,  lesione,  o desfigure  el  sello 
puesto  a sustancias  controladas  de  conformidad  con  el  ar- 
tículo 304(f)  o remueva  o disponga  de  sustancias  que  lle- 
van dicho  sello; 

(7)  utilice,  para  su  beneficio,  o revele  a otras  personas 
que  no  sean  funcionarios  o empleados  autorizados  del  Es- 
tado Libre  Asociado  de  Puerto  Rico,  o de  los  Estados  Uni- 
dos, o a los  tribunales  cuando  sea  relevante  en  cualquier  pro- 
cedimiento judicial  bajo  esta  ley,  cualquier  información  ad- 
quirida en  el  curso  de  una  inspección  autorizada  por  esta 
ley,  concerniente  a cualquier  método  o proceso  que,  como 
secreto  de  fábrica,  está  sujeto  a protección. 

(b)  Será  ilegal  el  que  cualquier  persona  registrada  fabri- 
que alguna  sustancia  controlada  de  las  incluidas  en  la  Clasifica- 
ción I o II,  que  no  esté  expresamente  autorizada  por  su  registro. 

(c)  (1)  Excepto  como  se  disponga  en  el  apartado  (2)  de  este 
inciso,  toda  persona  que  incurra  en  una  violación  de  este  ar- 
tículo, que  a juicio  del  Secretario  de  Salud  constituya  una  in- 
fracción puramente  técnica,  podrá  acogerse  a una  multa  admi- 
nistrativa no  menor  de  veinticinco  (25)  dólares  ni  mayor  de 
quinientos  (500)  dólares  por  cada  infracción.  El  pago  de  la 
multa  administrativa  impedirá  cualquier  sanción  adicional  por 
las  infracciones  cometidas. 

(2)  (A)  Si  una  violación  a este  artículo  es  cometida  a sabien- 
das, o si  habiéndose  determinado  por  el  Secretario  de  Salud 
que  se  trata  de  una  infracción  puramente  técnica  hi  persona  op- 
tare por  no  acogerse  al  pago  de  una  multa  administrativa  o 
si  la  persona  omitiere  pagar  la  multa  administrativa  impúestale 
dentro  del  plazo  prudencial  que  fijare  el  Secretario  de  Salud, 
tal  persona  incurrirá  en  delito  grave  y convicta  que  fuere,  ex- 
cepto como  de  otra  forma  se  disponga  en  el  apartado  (2)  (B), 
será  sentenciada  a la  pena  mínima  de  1 año  y máxima  de  3 años 
de  prisión  y además  podrá  ser  multada  en  una  cantidad  que  no 
excederá  de  $25,000. 
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(B)  Si  la  violación  a que  se  refiere  el  apartado  (2)  (A)  fue 
cometida  después  de  una  o más  convicciones  previas  que  sean 
firmes,  por  delito  castigable  bajo  este  apartado  (2)  o por  delito 
bajo  cualquier  otra  disposición  de  esta  ley,  o de  cualquier  ley  de 
los  Estados  Unidos  relacionada  con  drogas  narcóticas,  mari- 
huana, sustancias  deprimentes  o estimulantes,  tal  persona  incu- 
rrirá en  delito  grave  y convicta  que  fuere  será  sentenciada  a la 
pena  mínima  de  2 años  y máxima  de  6 años  de  prisión  y además 
podrá  ser  multada  en  una  cantidad  que  no  excederá  de  $50,000. 

Artículo  403. — Actos  Prohibidos  (C)  y Penalidades 

(a)  Será  ilegal  el  que  cualquier  persona,  a sabiendas  o inten- 
cionalmente : 

(1)  que  sea  persona  registrada,  distribuya  una  sustan- 
cia controlada  de  las  incluidas  en  las  Clasificaciones  I o II 
en  el  curso  de  su  legítimo  oficio  o profesión,  salvo  de  con- 
formidad con  la  hoja  oficial  de  pedido  requerida  por  el 
Artículo  307  de  esta  ley; 

(2)  use  en  el  curso  de  la  fabricación  o distribución  de 
una  sustancia  controlada  un  número  de  registro  ficticio,  re- 
vocado, suspendido  o emitido  a otra  persona ; 

(3)  adquiera  u obtenga  la  posesión  de  una  sustancia 
controlada  por  medio  de  falsa  representación,  fraude,  falsi- 
ficación, engaño  o subterfugio; 

(4)  suministre  información  pertinente  que  sea  falsa  o 
fraudulenta  u omita  información  pertinente  en  cualquier  so- 
licitud, informe,  récord,  o en  cualquier  otro  documento  que 
se  requiera  llevar  o mantener  bajo  esta  ley;  o 

(5)  haga,  distribuya  o posea  algún  punzón,  cuño,  plan- 
cha, piedra  u objeto  destinado  a estampar,  imprimir  o re- 
producir la  marca  de  fábrica,  el  nombre  comercial,  o cual- 
quier otra  marca,  impresión  o divisa  de  otro  producto  o de 
otra  personaj  o cualquier  objeto  parecido  a los  descritos  pre- 
cedentemente, en  una  droga,  su  envase  o en  la  marca,  eti- 
queta o rótulo  de  la  misma  convirtiendo  dicha  droga  en  una 
sustancia  falsificada. 

(b)  Será  ilegal  el  que  cualquier  persona  a sabiendas  o inten- 
cionalmente use  cualquier  medio  de  comunicación  para  cometer 
o facilitar  la  comisión  de  algún  acto  que  constituya  delito  bajo 
cualquier  disposición  de  esta  ley.  Cada  uso  separado  de  un  me- 
dio de  comunicación  constituirá  un  delito  separado  bajo  este  in- 
ciso. Para  los  propósitos  de  este  inciso,  el  término  “medio  de  co- 
municación” significa  cualquier  sistema  público  o privado  utili- 
zado para  la  transmisión  de  escritos,  signos,  señales,  retratos, 
sonidos,  incluyendo  el  correo,  teléfono,  telégrafo,  radio  y cual- 
quier otro  medio  de  comunicación. 
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(c)  Toda  persona  que  viole  este  artículo  incurrirá  en  delito 
grave  y convicta  que  fuere  será  sentenciada  a la  pena  mínima  de 
1 año  y máxima  de  4 años  de  prisión,  y además  podrá  ser  mul- 
tada en  una  cantidad  que  no  excederá  de  $30,000,  excepto  que  si 
cualquier  persona  comete  tal  violación  después  de  una  o más 
convicciones  previas,  que  sean  firmes,  por  un  delito  castigable 
bajo  este  artículo,  o por  un  delito  grave  bajo  cualquier  otra  dis- 
posición de  esta  ley,  o de  cualquier  ley  de  los  Estados  Unidos 
relacionada  con  drogas  narcóticas,  marihuana,  o sustancias  es- 
timulantes o deprimentes,  tal  persona  incurrirá  en  delito  grave 
y convicta  que  fuere  será  sentenciada  a la  pena  mínima  de  2 
años  y máxima  de  8 años  de  prisión,  y además  podrá  ser  multada 
en  una  cantidad  que  no  excederá  de  $60,000. 

Artículo  404. — Penalidad  por  Posesión  para  Consumo  Pro- 
pio, Sentencia  Suspendida  o Libertad  a Prueba  y Eliminación 
de  Récord  por  Primer  Delito 

(a)  Será  ilegal  el  que  cualquier  persona,  a sabiendas  o inten- 
cionalmente, posea  alguna  sustancia  controlada  para  consumo 
propio,  a menos  que  tal  sustancia  haya  sido  obtenida  directa- 
mente o de  conformidad  con  la  receta  u orden  de  un  profesional 
actuando  dentro  del  marco  de  su  práctica  profesional,  o excepto 
como  se  autorice  en  esta  ley. 

Toda  persona  que  viole  este  inciso  incurrirá  en  delito  grave  y 
convicta  que  fuere  será  castigada  con  la  pena  mínima  de  1 año 
y máxima  de  3 años  de  prisión  y además  podrá  ser  multada  en 
una  cantidad  que  no  excederá  de  $6,000.  Si  la  persona  comete 
tal  delito  después  de  una  o más  convicciones  previas,  que  sean 
firmes,  bajo  este  inciso  incurrirá  en  delito  grave  y convicta  que 
fuere  será  sentenciada  a la  pena  mínima  de  2 años  y máxima  de 
6 años  de  prisión  además  podrá  ser  multada  en  una  cantidad  que 
no  excederá  de  $10,000  . 

(b)  (1)  Si  cualquier  persona,  que  no  haya  sido  previamente 
convicta  de  violar  el  inciso  (a)  de  este  artículo,  o de  cualquier 
otra  disposición  de  esta  ley,  o de  cualquier  ley  de  los  Estados 
Unidos,  relacionada  con  drogas  narcóticas,  marihuana,  o sustan- 
cias estimulantes  o deprimentes,  es  hallada  culpable  de  violar  el 
inciso  (a)  de  este  artículo,  bien  sea  después  de  la  celebración  del 
juicio,  o de  hacer  una  alegación  de  culpabilidad,  el  tribunal  po- 
drá, sim  hacer  pronunciamiento  de  culpabilidad,  y con  el  consen- 
timiento de  tal  persona,  suspender  todo  procedimiento  y someter 
a dicha  persona  a libertad  a prueba  bajo  los  términos  y condicio- 
nes razonables  que  tenga  a bien  requerir,  y por  el  término  que 
estime  a bien  prescribir,  el  cual  no  excederá  de  tres  años. 

En  el  caso  de  incumplimiento  de  una  condición  de  la  liber- 
tad a prueba,  el  tribunal  podrá  dejar  sin  efecto  la  libertad  a 
prueba  y proceder  a dictar  sentencia. 

Si  durante  el  período  de  libertad  a prueba  la  persona  no  viola 
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ninguna  de  las  condiciones  de  la  misma,  el  tribunal,  en  el  ejer- 
cicio de  su  discreción,  y previa  celebración  de  vista,  podrá  exone- 
rar la  persona  y sobreseer  el  caso  en  su  contra.  La  exoneración 
y sobreseimiento  bajo  este  inciso  se  llevará  a cabo  sin  declara- 
ción de  culpabilidad  por  el  tribunal,  pero  se  conservará  el  récord 
del  caso  en  el  Tribunal,  con  carácter  confidencial,  no  accesible 
al  público,  y separado  de  otros  récords,  a los  fines  exclusivos 
de  ser  utilizado  por  los  tribunales  al  determinar,  si  en  procesos 
subsiguientes,  la  persona  cualifica  bajo  este  inciso. 

La  exoneración  y sobreseimiento  del  caso  no  se  considerará 
como  una  convicción  a los  fines  de  las  descualificaciones  o inca- 
pacidades impuestas  por  ley  a los  convictos  por  la  comisión  de 
algún  delito,  incluyendo  las  penas  prescritas  bajo  esta  ley  por 
convicciones  subsiguientes  y la  persona  así  exonerada  tend'rá 
derecho  a que  el  Superintendente  de  la  Policía  le  devuelva 
cualesquiera  récords  de  huellas  digitales  y fotografías  que  obren 
en  poder  de  la  Policía  de  Puerto  Rico,  tomadas  en  relación  con 
la  violación  de  este  artículo.  La  exoneración  y sobreseimiento 
de  que  trata  este  artículo  podrán  concederse  en  solamente  una 
ocasión  a cualquier  persona. 

Artículo  405. — Distribución  a Personas  Menores  de  Dieci- 
ocho Años 

(a)  Toda  persona  mayor  de  18  años  que,  en  violación  al 
artículo  401(a)(1),  distribuya,  dispense  o en  cualquier  forma 
transfiera  o administre  una  sustancia  controlada  a una  persona 
menor  de  18  años,  o que  en  cualquier  forma  induzca  o ayude  a, 
o conspire  con  otros  a inducir  a un  menor  de  dieciocho  (18) 
años,  al  uso  de  una  sustancia  controlada  incurrirá  en  delito  gra- 
ve y convicta  que  fuere,  será,  excepto  como  se  disponga  en  el 
inciso  (b),  sentenciada  con  el  doble  de  las  penas  provistas  por 
el  Artículo  401(b),  de  esta  ley  por  un  delito  cometido  por  pri- 
mera vez,  que  envuelva  la  misma  sustancia  controlada  y la 
misma  clasificación. 

(b)  Toda  persona  mayor  de  18  años  que,  en  violación  al  ar- 
tículo 401(a)(1),  distribuya  una  sustancia  controlada  a una 
persona  menor  de  18  años  después  de  una  o más  convicciones 
previas  bajo  el  inciso  (a)  de  este  artículo  incurrirá  en  delito 
grave  y convicta  que  fuere  será  sentenciada  con  el  triple  de 
las  penas  provistas  por  el  Artículo  401(b),  de  esta  ley,  por  un 
delito  subsiguiente  que  envuelva  la  misma  sustancia  controlada 
y la  misma  clasificación. 

Artículo  406. — Tentativa  y Conspiración 

Toda  persona  que  intente  cometer  o conspire  para  cometer 
cualquier  delito  definido  en  esta  ley,  y convicta  que  fuere  será 
castigada  con  pena  de  prisión,  y además  podrá  ser  multada  a 
discreción  del  tribunal,  la  cual  pena  no  excederá  la  pena  pres- 
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crita  para  el  delito,  que  se  intentó  cometer,  o para  la  comisión 
del  cual  se  conspiró. 

Artículo  407. — Penalidades  Adicionales 

Toda  penalidad  impuesta  por  la  violación  a esta  ley,  será  en 
adición  a,  y no  en  sustitución  de  cualquier  multa  administrativa, 
salvo  cuando  en  esta  ley  se  disponga  lo  contrario. 

Artículo  408. — Empresa  Criminal  Continua 

(a)  (1)  Toda  persona  que  se  dedique  a una  empresa  criminal 
continua  incurrirá  en  delito  grave  y convicta  que  fuere  será  sen- 
tenciada a un  término  de  prisión  no  menor  de  25  años,  y,  hasta 
un  máximo  de  prisión  perpetua,  y además  podrá  ser  multada  en 
una  cantidad  que  no  excederá  de  $100,000,  y a la  confiscación 
prescrita  por  el  apartado  (2)  de  este  inciso;  excepto  que  si 
cualquier  persona  se  dedica  a tal  actividad  después  de  una  o 
más  convicciones  previas,  que  sean  firmes,  bajo  este  artículo, 
incurrirá  en  delito  grave  y convicta  que  fuere  será  sentenciada  a 
un  término  de  prisión  que  no  será  menor  de  40  años,  y hasta  un 
máximo  de  prisión  perpetua,  y además  podrá  ser  multada  en  una 
cantidad  que  no  excederá  de  $200,000,  y a la  confiscación  pres- 
crita en  el  apartado  (2). 

(2)  A cualquier  persona  que  fuere  convicta  bajo  el  apar- 
tado (1)  de  dedicarse  a una  empresa  criminal  continua,  se  le 
confiscarán  a favor  del  Estado  Libre  Asociado  de  Puerto  Rico : 

(A)  Las  ganancias  obtenidas  por  él  en  tal  empresa  y 

(B)  cualquier  interés  suyo  en  tal  empresa,  reclamación 
en  contra,  o derechos  contractuales  o de  propiedad  de  cual- 
quier clase  que  le  proporcionen  una  fuente  de  influencia  so- 
bre tal  empresa. 

(b)  Para  los  propósitos  del  inciso  (a)  una  persona  se  dedica 
a una  empresa  criminal  continua  si : 

(1)  viola  cualquier  disposición  de  esta  ley  cuya  viola- 
ción constituya  delito  grave;  y 

(2)  tal  violación  es  parte  de  una  serie  de  violaciones  con- 
tinuas de  esta  ley: 

(A)  que  sean  llevadas  a cabo  por  tal  persona  en  con- 
venio con  3 o más  personas  con  respecto  a las  cuales  la 
persona  ocupa  una  posición  de  organizador,  supervisor,  o 
cualquier  posición  gerencial,  y 

(B)  de  la  cual  la  persona  obtiene  ingresos  sustancia- 
les o recursos. 

(c)  En  el  supuesto  de  una  sentencia  impuesta  bajo  este  ar- 
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tículo,  la  ejecución  de  tal  sentencia  no  será  suspendida,  y no  se 
aplicarán  las  disposiciones  de  los  artículos  1 y 2 de  la  Ley  núm. 
72,  de  26  de  mayo  de  1967,  según  enmendada,  ni  las  disposi- 
ciones de  la  Ley  número  103  de  29  de  junio  de  1955,  según 
enmendada. 

(d)  El  Tribunal  Superior  tendrá  jurisdicción  bajo  el  in- 
ciso (a),  para  emitir  órdenes  restrictivas  o prohibitivas,  o para 
tomar  aquellas  providencias  que  estimare  convenientes,  inclu- 
yendo la  aceptación  de  fianzas  para  garantizar  el  cumplimiento 
de  obligaciones  en  relación  con  cualquier  propiedad  o interés  su- 
jeto a ser  confiscado  bajo  este  artículo. 

Artículo  409. — Penalidades  de  funcionarios  o empleados 

Incurrirá  en  delito  grave  cualquier  funcionario  o empleado 
dedicado  a la  administración  y ejecución  de  esta  ley  que: 

(a)  Mientras  ejerza  su  cargo  se  ocupe,  directa  o indirecta- 
mente, en  cualquier  industria,  en  la  fabricación,  distribución  o 
dispensación  de  cualquier  sustancia  controlada,  sujeta  a las  dis- 
posiciones de  esta  ley; 

(b)  Realice  cualquier  acto  de  extorsión  o presión  a sabien- 
das, bajo  pretexto  de  ordenarlo  la  ley;  o 

(c)  A sabiendas  exija  otras  o mayores  sumas  que  las  autori- 
zadas por  la  ley  o que  reciba  cualquier  honorario,  derecho,  com- 
pensación o gratificación  que  no  esté  autorizado  por  esta  ley,  por 
el  desempeño  de  cualquier  deber;  o 

(d)  Falte  al  desempeño  de  cualquiera  de  los  deberes  que  se 
le  imponen  por  esta  ley;  o 

(e)  Facilite  una  oportunidad  para  que  cualquier  otra  persona 
pueda  infringir  la  ley;  o 

(f)  Ejecute  o deje  de  ejecutar  cualquier  acto,  con  la  inten- 
ción de  proporcionar  a otra  persona  oportunidad  para  infringir 
la  ley;  o 

(g)  Por  negligencia,  o intencionalmente  permita  a cualquier 
persona  violar  la  ley;  o 

(h)  Estando  enterado  o teniendo  noticia  de  la  violación  de 
cualquier  disposición  de  esta  ley  por  alguna  persona,  omita  in- 
formar al  Secretario  de  Salud  o al  Superintendente  de  la  Policía 
sobre  dicha  violación ; o 

(i)  Exija,  acepte  o intente  cobrar  directa  o indirectamente, 
como  pago,  regalo  o en  cualquier  otra  forma,  una  suma  de  dinero 
o cualquier  otra  cosa  de  valor,  por  el  arreglo,  la  transacción  o so- 
lución de  cualquier  denuncia  o queja  de  haberse  violado  o preten- 
dido violar  esta  ley;  o 
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(j)  Divulgue  o dé  a conocer,  en  cualquier  forma  no  autori- 
zada por  esta  ley,  a cualquier  persona  la  información  contenida 
en  las  declaraciones,  libros  oficiales,  récords  u otros  documentos. 

El  funcionario  o empleado  que  incurriere  en  cualquiera  de  las 
infracciones  señaladas  en  este  artículo  será  castigado,  en  caso  de 
que  resultare  convicto,  con  una  multa  no  menor  de  $2,000  ni  ma- 
yor de  diez  mil  (10,000)  dólares  o con  prisión  por  un  término  no 
menor  de  un  (1)  año  ni  mayor  de  diez  (10)  años,  o con  ambas 
penas  a discreción  del  Tribunal. 

Artículo  410. — Engaño  en  transacciones  de  sustancias  contro- 
ladas 

Toda  persona  que  acuerde,  consienta  a,  negocie  o en  cualquier 
forma  ofrezca  para  la  venta,  entrega,  aplicación  o donación  cua- 
lesquiera de  las  sustancias  controladas  incluidas  en  las  Clasifica- 
ciones I a la  V,  y luego  venda,  done,  entregue,  traspase  o admi- 
nistre engañosamente  cualquier  otra  sustancia,  material  o líquido 
haciendo  creer  que  se  trata  de  la  sustancia  objeto  de  la  transac- 
ción, incurrirá  en  delito  grave,  y convicta  que  fuere  será  senten- 
ciada a una  pena  mínima  de  1 año  y máxima  de  10  años  de  pri- 
sión. Este  artículo  será  aplicable  a toda  persona  sin  importar 
que  la  misma  esté  o no  autorizada  a realizar  la  transacción. 

Artículo  411. — Empleo  de  menores  en  tráfico  ilicito 

Cualquier  persona  que  utilice  los  servicios  de  una  persona  me- 
nor de  18  años  de  edad  en  la  transportación,  fabricación,  distri- 
bución, dispensación,  venta,  entrega,  recibo,  de  cualesquiera  de 
las  sustancias  controladas  comprendidas  en  esta  ley,  para  propó- 
sitos ilegales  de  acuerdo  con  la  misma,  incurrirá  en  delito  grave 
y convicta  que  fuere  será  sentenciada  a una  pena  mínima  de  20 
años  y máxima  de  50  años  de  prisión,  y además  podrá  ser  mul- 
tada en  una  cantidad  que  no  excederá  de  $50,000;  por  la  se- 
gunda y subsiguientes  ofensas  será  sentenciada  a una  pena  mí- 
nima de  25  años  y máxima  de  prisión  perpetua  y además  podrá 
ser  multada  en  una  cantidad  que  no  excederá  de  $75,000. 

Artículo  412. — Jurisdicción  exclusiva  del  Tribunal  Su/perior 

El  Tribunal  Superior  tendrá  jurisdicción  original  exclusiva 
en  todos  los  procedimientos  judiciales  que  se  insten  bajo  esta 
ley  incluyendo  los  casos  de  delito  menos  grave,  excepto  que 
en  los  casos  de  delito  menos  grave  el  acusado  no  tendrá  derecho 
a ser  juzgado  por  jurado. 

Artículo  413. — Disposiciones  Generales  de  Carácter  Penal 

Toda  persona  que  viole  las  disposiciones  de  esta  ley,  o cons- 
pire para  cometer  tal  violación,  cuando  no  se  haya  establecido 
pena  específica  para  la  violación  o conspiración,  incurrirá  en  de- 
lito grave,  y convicta  que  fuere  será  sentenciada  a la  pena  mí- 
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nima  de  2 años  y máxima  de  10  años  de  prisión  y además  podrá 
ser  multada  en  una  cantidad  que  no  excederá  de  $20,000  por  la 
primera  ofensa;  por  la  segunda  ofensa,  será  sentenciada  a una 
pena  mínima  de  5 años  y máxima  de  20  años  y además  podrá  ser 
multada  en  una  cantidad  que  no  excederá  de  $20,000;  y por  la 
tercera  y subsiguientes  ofensas  será  sentenciada  a una  pena  mí- 
nima de  20  años  y máxima  de  40  años  por  cada  ofensa  y además 
podrá  ser  multada  en  una  cantidad  que  no  excederá  de  $20,000. 

Artículo  414. — Sentencia  suspendida;  elegibilidad 

Las  disposiciones  sobre  sentencia  suspendida  y libertad  a 
prueba  no  serán  aplicables  a ningún  convicto  de  violar  el  ar- 
tículo 401(a)  o el  artículo  405,  salvo  en  aquellos  casos  en  que 
fueren  de  aplicación  las  disposiciones  de  la  Ley  número  103  de 
29  de  junio  de  1955,  según  enmendada. 

Articulo  415. — Estorbos  Públicos 

Cualquier  lugar,  local,  establecimiento  o sitio  usado  sustan- 
cialmente para  el  propósito  de  ilegalmente  fabricar,  distribuir, 
dispensar,  administrar,  usar,  vender,  traspasar,  almacenar,  guar- 
dar u ocultar  sustancias  controladas  deberá  ser  considerado  co- 
mo un  estorbo  público.  Ninguna  persona  podrá  tener  ni  mante- 
ner tal  clase  de  estorbo  público.  En  tales  casos  el  Secretario 
de  Salud  podrá  iniciar  el  procedimiento  correspondiente  para 
obtener  un  decreto  judicial  que  prohíba  la  continuación  de  tal 
situación  ilegal.  La  clausura  del  lugar,  local,  establecimiento 
o sitio  no  impedirá  que  se  use  la  propiedad  para  fines  lícitos. 

CAPITULO  V 

Disposiciones  de  Carácter  Administrativo  y Otras 

Artículo  501. — Personal,  Reglas,  Multas,  y Donaciones 

(a)  El  Secretario  de  Salud  queda  facultado  para  designar  el 
personal  que  sea  necesario  para  llevar  a cabo  las  disposiciones 
de  esta  ley,  sujeto  a las  disposiciones  de  la  Ley  de  Personal. 

(b)  El  Secretario  de  Salud  podrá  promulgar  las  reglas  y re- 
glamentos que  estime  necesarios  para  la  eficiente  ejecución  de 
sus  funciones  de  acuerdo  con  esta  ley. 

(c)  El  Secretario  de  Salud  tendrá  facultad  para  imponer 
multas  administrativas  por  la  violación  a los  reglamentos  por 
él  promulgados  en  virtud  de  esta  ley. 

Cualquier  persona  que  incurra  en  una  violación  a los  regla- 
mentos promulgados  por  el  Secretario  de  Salud  en  virtud  de 
esta  ley  y que  a juicio  del  Secretario  de  Salud  constituya  una 
infracción  puramente  técnica,  podrá  acogerse  a una  multa  ad- 
ministrativa que  no  será  mayor  de  mil  dólares  por  cada  infrac- 
ción. El  pago  de  la  multa  administrativa  así  impuesta  impe- 
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dirá  cualquier  sanción  adicional  por  las  infracciones  cometidas. 
La  negativa  del  infractor  a acogerse  al  procedimiento  de  pago 
de  la  multa  administrativa  o la  falta  de  pago  de  dicha  multa 
una  vez  la  misma  haya  sido  impuesta  permitirá  que  el  infrac- 
tor sea  encausado  bajo  las  disposiciones  aplicables  de  esta  ley. 

(d)  El  Secretario  de  Salud  podrá  aceptar,  a nombre  del  De- 
partamento, sin  sujeción  a la  Ley  núm.  57,  de  19  de  junio  de 
1958,  según  enmendada,  cualquier  manda,  legado,  regalo  o dona- 
ción hecho  con  el  propósito  de  evitar  o controlar  el  abuso  de 
sustancias  controladas.  Podrá  tomar  las  providencias  necesa- 
rias para  obtener  la  posesión  de  la  propiedad,  venderla,  cederla, 
enajenarla  y traspasarla,  excepto  cuando  se  trat$  de  dinero. 

Artículo  502. — Procedimiento  de  Reglamentación. 

Los  reglamentos  adoptados  por  el  Secretario  de  Salud,  a te- 
nor con  lo  dispuesto  en  esta  ley,  excepto  los  de  naturaleza  in- 
terna, serán  aprobados  previa  celebración  de  vistas  públicas  que 
se  efectuarán  después  de  los  diez  (10)  días  siguientes  a la  publi- 
cación de  los  propuestos  reglamentos  en  un  periódico  de  circula- 
ción general  en  Puerto  Rico.  Los  reglamentos  que  apruebe  el 
Secretario  de  Salud  entrarán  en  vigor  en  la  fecha  que  determine 
dicho  funcionario,  pero  nunca  antes  de  los  siguientes  quince  (15) 
días  contados  desde  la  fecha  de  la  celebración  de  la  vista  pública. 
Cualquier  persona  que  se  considere  afectada  por  algún  regla- 
mento aprobado  por  el  Secretario  de  Salud  podrá  solicitar  su  re- 
visión judicial  ante  el  Tribunal  Superior  de  Puerto  Rico,  Sala 
de  San  Juan,  dentro  de  los  quince  (15)  días  siguientes  contados 
desde  la  fecha  de  vigencia  del  reglamento  de  que  se  trate.  En  la 
aprobación  de  las  enmiendas  a los  reglamentos,  se  seguirá  el 
mismo  procedimiento  y las  normas  fijadas  en  este  artículo  para 
la  aprobación  del  reglamento  original. 

Artículo  503. — Programa  de  Educación  e Investigación 

(a)  Se  autoriza  al  Secretario  de  Salud,  en  coordinación  con 
el  Secretario  de  Servicios  Sociales  y con  otras  agencias  u orga- 
nismos, a desarrollar  programas  educativos  y de  investigación 
directamente  relacionados  con  el  cumplimiento  de  las  disposi- 
ciones de  esta  ley.  Tales  programas  podrán  incluir : 

(1)  programas  educativos  y de  adiestramiento  del  per- 
sonal relativos  al  cumplimiento  de  la  ley  en  relación  con  el 
abuso  de  sustancias  controladas; 

(2)  estudios  o proyectos  especiales  destinados  a evaluar 
los  resultados  obtenidos  con  los  distintos  métodos  utilizados 
para  combatir  el  uso  y abuso  de  sustancias  controladas ; 

(3)  estudios  o proyectos  especiales  con  el  fin  de  deter- 
minar y medir  con  exactitud  la  presencia  de  drogas  u otras 
sustancias  controladas  en  el  cuerpo  humano,  incluyendo  el 
desarrollo  de  métodos  rápidos  de  identificación  que  permi- 
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tan  detectar  cantidades  microscópicas  de  dichas  sustancias ; 

(4)  estudios  o proyectos  especiales  destinados  a evaluar 
la  naturaleza  y origen  de  las  fuentes  de  abastecimiento  de 
las  sustancias  controladas  en  el  Estado  Libre  Asociado  de 
Puerto  Rico; 

(5)  estudios  o proyectos  especiales  para  desarrollar  mé- 
todos más  efectivos  para  evitar  la  desviación  de  sustancias 
controladas  hacia  canales  ilícitos;  y 

(6)  estudios  o proyectos  especiales  para  acopiar  la  in- 
formación necesaria  para  llevar  a cabo  las  funciones  bajo  el 
artículo  201  de  esta  ley. 

(b)  El  Secretario  de  Salud  podrá  concertar  convenios  y con- 
tratos para  desarrollar  programas  educativos  y de  investigación, 
sin  sujeción  al  Artículo  177  del  Código  Político,  o de  cualquier 
otra  disposición  en  contrario. 

(c)  El  Secretario  de  Salud  podrá  requerir  de  las  personas 
dedicadas  a estudios  o investigaciones  que  no  divulguen  el  nom- 
bre ni  otras  características  que  identifiquen  a los  sujetos  de  di- 
chos estudios  e investigaciones.  Las  personas  así  requeridas  no 
podrán  ser  obligadas  en  ningún  proceso  civil,  criminal,  adminis- 
trativo, o investigación  legislativa  o procedimiento  de  otra  índole, 
a identificar  a los  sujetos  de  experimentación. 

(d)  El  Secretario  de  Salud  podrá  autorizar  la  posesión,  dis- 
tribución y dispensación  de  sustancias  controladas  por  personas 
dedicadas  a la  investigación  científica.  Las  personas  que  obten- 
gan esta  autorización  estarán  exentas  de  acusación  por  posesión, 
distribución  y dispensación  de  sustancias  controladas  hasta  el 
límite  autorizado  por  el  Secretario  de  Salud. 

Artículo  504. — Acuerdos  de  Cooperación 

(a)  El  Secretario  de  Salud  cooperará  con  las  agencias  locales, 
federales  y estatales  en  todo  lo  concerniente  al  tráfico  de  sustan- 
cias controladas  y a la  supresión  de  su  abuso.  Para  lograr  este 
fin,  queda  autorizado  a: 

(1)  tomar  medidas  para  el  intercambio  de  información 
entre  los  funcionarios  y empleados  gubernamentales  res- 
pecto al  uso  y abuso  de  sustancias  controladas; 

(2)  cooperar  en  la  iniciación  y tramitación  de  procesos 
judiciales  y administrativos; 

(3)  conducir  programas  de  adiestramiento  para  el  per- 
sonal a cargo  de  hacer  cumplir  las  leyes  de  sustancias  con- 
troladas ; 

(4)  desarrollar  programas  de  erradicación  destinados  a 
ez'^irpar  la  producción  silvestre,  o ilícita  de  especies  vege- 
tales de  las  cuales  pueden  extraerse  sustancias  controladas. 

(b)  A solicitud  del  Secretario  de  Salud  o del  Superinten- 
dente de  la  Policía,  cualquier  agencia  o instr.umentalidad  del 
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Estado  Libre  Asociado,  le  ofrecerá  ayuda,  incluyendo  asesora- 
miento  técnico,  para  llevar  a cabo  las  funciones  impuestas  bajo 
esta  ley ; excepto  que  a ninguna  agencia  o instrumentalidad  se  le 
requerirá  que  informe  el  nombre  u otros  datos  que  identifiquen 
al  paciente  o el  sujeto  de  experimentación,  cuya  identidad  deba 
mantener  como  materia  confidencial. 

(c)  Se  faculta  al  Secretario  de  Salud  de  Puerto  Rico  a con- 
certar acuerdos  con  el  Procurador  General  de  los  Estados  Uni- 
dos de  América  mediante  los  cuales  quede  delegada  en  el  Se- 
cretario de  Salud  la  facultad  de  llevar  a efecto  las  inspecciones 
a que  se  refiere  el  Artículo  511  de  esta  ley  y la  Sección  510  de 
la  Ley  Federal  de  Sustancias  Controladas. 

Artículo  505. — Comités  de  Asesoramiento 

El  Secretario  de  Salud  podrá,  cuando  determine  su  conve- 
niencia, nombrar  comités  para  asesorarle  en  relación  con  la  pre- 
vención y represión  del  abuso  de  sustancias  controladas.  Los 
miembros  servirán  ad  honorem,  pero  podrán  recibir  reembolso  de 
gastos  de  viaje  y dietas,  de  acuerdo  con  los  reglamentos  del  De- 
partamento de  Hacienda  a estos  efectos. 

Artículo  506. — Procedimientos  Administrativos 

(a)  El  Secretario  de  Salud,  o el  funcionario  en  quien  él  de- 
legue, tendrá  facultad  para  celebrar  vistas  administrativas,  to- 
mar juramento  y para  expedir  citaciones  requiriendo  la  compa- 
recencia de  testigos  y la  producción  de  cualquier  documento  o 
evidencia  que  el  Secretario  de  Salud  determine  que  es  relevante 
o pertinente  a la  investigación. 

(b)  Previa  la  celebración  de  la  vista  administrativa,  la  per- 
sona perjudicada  deberá  ser  debidamente  notificada  por  correo 
certificado  con  acuse  de  recibo  a su  dirección  conocida,  dentro  de 
un  término  no  menor  de  30  días  con  anterioridad  a la  celebra- 
ción de  la  vista.  La  notificación  expresará  la  fecha,  hora  y sitio 
en  que  se  celebrará  la  vista,  así  como  el  motivo  de  la  misma. 

(c)  La  persona  perjudicada  tendrá  derecho  a comparecer 
personalmente,  a la  asistencia  de  abogado,  a presentar  sus  testi- 
gos y su  prueba,  y a carearse  con  los  testigos  contrarios. 

Artículo  507. — Citaciones 

(a)  La  citación  expedida  de  acuerdo  con  las  disposiciones  de 
este  artículo  podrá  ser  diligenciada  por  cualquier  persona  desig- 
nada en  la  citación  para  diligenciarla.  La  citación  a una  per- 
sona natural  se  hará  mediante  entrega  personal.  La  citación  a 
una  persona  jurídica,  doméstica  o foránea,  se  hará  mediante  en- 
trega a un  oficial,  gerente  o agente  general,  o a cualquier  otra 
persona  designada  por  ley  para  recibirla.  La  declaración  jurada 
de  la  persona  que  diligenció  la  citación  unida  a una  copia  de  la 
misma  constituirá  prueba  fehaciente  de  su  diligenciamiento. 
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(b)  En  caso  de  negativa  a obeceder  una  citación,  el  Secreta- 
rio de  Salud  podrá  acudir  a los  Tribunales  de  Justicia,  para  com- 
peler, bajo  apercibimiento  de  desacato,  el  cumplimiento  de  la  ci- 
tación. 

Artículo  508. — Reconsideración. 

La  persona  perjudicada  por  alguna  resolución  u orden  del 
Secretario  de  Salud  podrá  solicitar  la  reconsideración  de  dicha 
orden  o resolución  ante  dicho  funcionario,  radicando  una  peti- 
ción a tal  efecto,  dentro  de  quince  (15)  dias  de  habérsele  notifi- 
cado la  resolución  u orden. 

Artículo  509. — Revisión  Judicial. 

En  caso  de  que  la  resolución  u orden  del  Secretario  de  Salud 
en  reconsideración  sea  adversa,  el  perjudicado  podrá  incoar  un 
procedimiento  de  revisión  ante  el  Tribunal  Superior,  Sala  de  San 
Juan,  dentro  del  término  de  treinta  (30)  días  de  habérsele  noti- 
ficado dicha  resolución  u orden. 

Las  determinaciones  de  hecho  del  Secretario  de  Salud  sos- 
tenidas por  evidencia  serán  concluyentes. 

Artículo  510. — Ordenes  de  Allananiiento. 

Las  órdenes  de  allanamiento  relacionadas  con  delitos  es- 
tablecidos en  esta  ley  relativos  a sustancias  controladas  podrán 
diligenciarse  a cualquier  hora  del  día  o de  la  nuche,  si  el  juez  que 
expide  la  orden  entiende  que  existe  causa  probable  para  expedir 
y diligenciar  la  orden  en  tal  momento. 

Artículo  511. — Inspecciones  y Ordenes  Adniinistrntira.'i. 

(a)  A los  efectos  de  este  artículo,  el  término  “local  contro- 
lado” signfica: 

(1)  lugares  donde  se  guardan  los  récords  originales  u 
otros  documentos  requeridos  por  esta  ley,  o 

(2)  lugares,  incluyendo  fábricas,  almacenes,  u otros  es- 
tablecimientos o medios  de  transporte  donde  las  personas 
registradas  bajo  el  artículo  303,  pueden  legalmente  tener, 
fabricar,  distribuir,  dispensar,  administrar,  o en  cualquier 
otra  forma  disponer  de  sustancias  controladas. 

(b)  (1)  El  Secretario  de  Salud,  a los  fines  de  inspeccionar, 
copiar  y verificar  la  corrección  de  récords,  inventarios,  informes 
u otros  docum.entos  cuya  guarda  o preparación  exige  esta  ley,  y 
para  facilitarse  el  cumplimiento  de  sus  funciones,  podrá  entrar 
en  todo  local  controlado  para  efectuar  inspecciones  administra- 
tivas de  los  mismos  y de  las  cosas  especificadas  en  este  artículo 
relevantes  a esas  funciones  y deberes. 

(b)  (2)  Las  entradas  e inspecciones  se  efectuarán  por  funcio- 
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narios  o empleados  designados  por  el  Secretario  de  Salud,  en  ade- 
lante denominados  inspectores. 

Todo  inspector,  una  vez  haya  comunicado  su  propósito  y haya 
presentado  al  dueño,  administrador,  operador  o agente  a car- 
go del  local  controlado  las  credenciales  pertinentes  o un 
certificado  expedido  por  el  Secretario  de  Salud,  o por  la  persona 
en  quien  él  delegue,  sobre  su  autoridad  para  inspeccionar  (el  cual 
certificado,  en  el  caso  de  una  inspección  en  que  se  requiera,  o que 
esté  apoyada  en  una  orden  de  inspección  administrativa,  consis- 
tirá en  dicha  orden)  tendrá  derecho  a entrar  en  el  local  contro- 
lado a efectuar  la  inspección  en  horas  regulares  de  negocio. 

(b)  (3)  Excepto  cuando  indique  otra  cosa  la  orden  de  ins- 
pección concernida,  todo  inspector  tendrá  autoridad  para: 

(A)  inspeccionar  y copiar  récords,  inventarios,  infor- 
mes y otros  documentos  cuya  guarda  o preparación  exige 
esta  ley ; 

(B)  inspeccionar,  dentro  de  los  límites  y en  la  manera 
razonables,  locales  controlados  y todo  equipo  pertinente,  dro- 
gas elaboradas  y en  proceso  de  elaboración  y toda  otra  sus- 
tancia o material,  envases  y rótulos  allí  encontrados,  y,  ex- 
cepto por  lo  dispuesto  por  el  apartado  (4)  de  este  inciso, 
toda  otra  cosa  allí  situada  incluyendo  récords,  archivos,  do- 
cumentos, expedientes,  controles  y todo  lo  que  sea  suscep- 
tible de  uso  para  la  verificación  de  los  récords,  inventarios, 
informes  y documentos  relacionados  en  el  apartado  (3)  de 
este  inciso,  o que  en  alguna  forma  estén  relacionados  con  las 
disposiciones  de  esta  ley;  y 

(C)  levantar  un  inventario  de  las  existencias  de  cuales- 
quiera sustancias  controladas  allí  situadas,  y tomar  mues- 
tras de  dichas  sustancias. 

(b)  (4)  A menos  que  el  dueño,  administrador,  operador,  o 
agente  a cargo  del  local  controlado  consienta  por  escrito,  ninguna 
inspección  autorizada  por  este  artículo  se  extenderá  a: 

(A)  información  financiera; 

(B)  información  sobre  ventas  que  no  sea  embarques;  o 

(C)  información  sobre  precios. 

(c)  No  se  requerirá  la  orden  que  dispone  este  artículo  para 
la  inspección  de  libros  y récords  de  acuerdo  con  una  citación  ad- 
ministrativa emitida  conforme  al  artículo  507,  ni  para  entrada  e 
inspecciones  administrativas,  incluyendo  ocupación  de  propiedad : 

(1)  cuando  exista  el  consentimiento  del  dueño,  adminis- 
trador, operador,  o agente  a cargo  del  local  controlado ; 

(2)  en  situaciones  de  peligro  inminente  para  la  salud  o 
seguridad ; 
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(3)  en  situaciones  en  que  se  inspeccionen  medios  de 
transportación  cuando  exista  causa  razonable  para  creer  que 
por  razón  de  la  movilidad  del  medio  de  transportación,  es 
impracticable  obtener  la  orden;  o 

(4)  en  cualquier  otra  circunstancia  excepcional  o de 
emergencia  en  la  que  no  hubiere  tiempo  u oportunidad  para 
solicitar  la  orden. 

(d)  La  expedición  y ejecución  de  órdenes  administrativas  de 
inspección  se  hará  en  la  siguiente  forma: 

(1)  Cualquier  Juez  previo  juramento  o afirmación  que 
muestre  causa  probable,  podrá  expedir  orden  para  la  ins- 
pección administrativa  autorizada  por  esta  ley  y para  la 
ocupación  de  propiedad  relacionada  con  dicha  inspección. 
A los  efectos  de  este  artículo,  el  término  “causa  probable” 

^ significa  la  existencia  de  interés  publico  legalmente  válido 
para  poner  en  vigor  en  forma  efectiva  las  disposiciones  de 
esta  ley  o de  sus  reglamentos,  para  justificar  la  inspección 
'administrativa  del  lugar,  local,  edificio  o medio  de  trans- 
porte, o de  su  contenido,  en  las  circunstancias  especificadas 
en  la  solicitud  para  la  orden. 

(2)  Solamente  se  expedirá  la  orden  previa  presentación 
de  una  declaración  jurada  por  el  funcionario  o empleado  con 
conocimiento  de  los  hechos  alegados  en  la  cual  se  estable- 
cerán los  fundamentos  para  solicitar  la  orden.  Dicha  de- 
claración será  jurada  ante  un  Juez  que  determinará  si  exis- 
ten o no  fundamentos  para  la  expedición  de  la  orden.  Si  el 
Juez  está  de  acuerdo  en  que  existen  fundamentos  o de  que 
hay  causa  probable  para  creer  que  existen,  expedirá  la  or- 
den identificando  el  lugar,  local,  edificio  o medio  de  trans- 
porte a inspeccionarse,  el  propósito  de  la  inspección,  y, 
cuando  fuese  pertinente,  el  tipo  de  propiedad  a ser  inspec- 
cionada. La  orden  identificará  los  artículos  o clase  de  pro- 
piedad a ser  ocupada,  si  alguna.  La  orden  se  dirigirá  a la 
persona  autorizada  por  el  inciso  (b)  (2)  de  este  artículo 
para  que  la  ejecute.  La  orden  expondrá  las  razones  para 
su  expedición,  el  nombre  de  la  persona  o de  las  personas 
cuyas  declaraciones  juradas  sirvieron  de  base  para  su  expe- 
dición. La  orden  autorizará  a la  persona  a quien  va  diri- 
gida, a inspeccionar  el  lugar,  local,  edificio  o medio  de 
transporte  identificado  para  el  propósito  especificado  en  di- 
cha orden  y cuando  sea  pertinente,  autorizará  la  ocupación 
de  la  propiedad  especificada  en  la  misma.  Dispondrá,  ade- 
más, su  ejecución  durante  las  horas  regulares  de  negocio  y 
designará  al  Juez  a quien  debe  devolverse  una  vez  diligen- 
ciada. 

(3)  Las  órdenes  expedidas  de  acuerdo  con  las  disposi- 
ciones de  este  artículo  deben  ejecutarse  y devolverse  den- 


Bol.  Asoc.  Méd.  P.  Rico 
Octubre  1971 


Ley 


285 


tro  de  diez  días  de  su  fecha  de  expedición  a menos  que,  de- 
mostrada su  necesidad,  el  Juez  conceda  un  término  adi- 
cional. 

Si  en  virtud  de  la  orden  se  ocupa  propiedad,  la  persona 
(lue  la  ejecute  entregará  a la  persona  de  quien,  o de  cuyo 
local,  se  tomó  la  propiedad,  copia  de  la  orden  y el  recibo  por 
la  propiedad  ocupada,  o dejará  copia  de  la  orden  y el  recibo 
en  el  local  del  cual  se  ocupó  la  propiedad.  La  orden  dili- 
genciada se  devolverá  a la  mayor  brevedad  acompañada  de 
un  inventario  escrito  de  la  propiedad  ocupada.  El  inventa- 
rio se  hará  por  la  persona  que  ejecutó  la  orden  y en  la  pre- 
sencia de  la  persona  de  cuya  posesión  o de  cuyo  local  se 
tomó,  si  están  presentes,  o en  la  presencia  de  por  lo  menos 
una  persona  confiable  que  no  sea  la  que  practicó  el  inventa- 
rio. El  Juez,  cuando  se  le  solicitare,  entregará  una  copia 
del  inventario  a la  persona  de  quien  o de  cuyo  local  la  pro- 
piedad fue  tomada  y al  que  solicitó  la  orden. 

(4)  El  Juez  que  expidió  la  orden  de  acuerdo  con  las 
disposiciones  de  este  artículo  unirá  a la  orden  diligenciada 
todos  los  documentos  archivados  en  relación  con  la  misma 
y los  enviará  al  Secretario  del  Tribunal  en  cuya  jurisdicción 
se  practicó  la  inspección. 

Artículo  512. — Confiscaciones. 

(a)  Los  siguientes  bienes  estarán  sujetos  a confiscación  por 
el  Estado  Libre  Asociado  de  Puerto  Rico: 

(1)  Toda  sustancia  controlada  fabricada,  distribuida, 
dispensada  o adquirida,  infringiendo  las  disposiciones  de 
esta  ley ; 

(2)  Toda  materia  prima,  producto  o equipo  de  cualquier 
clase  que  se  use  o se  proyecte  usar  en  la  fabricación,  confec- 
ción de  compuestos,  elaboración,  entrega,  importación,  o ex- 
portación de  cualquier  sustancia  controlada,  infringiendo  las 
disposiciones  de  esta  ley; 

(3)  Toda  propiedad  que  se  uge  o esté  destinada  a usarse 
como  envase  de  la  propiedad  descrita  en  los  apartados  (1) 
y (2)  de  este  inciso; 

(4)  Todo  medio  de  transporte,  incluyendo  naves  aéreas, 
vehículos,  bestias  o embarcaciones,  que  se  usen  o se  destinen 
para  transportar  o facilitar  en  alguna  forma  la  transporta- 
ción, venta,  recibo,  posesión  o encubrimiento  de  la  propiedad 
descrita  en  los  apartados  (1)  y (2)  de  este  inciso; 

(5)  Todos  los  libros,  récords  y estudios  o investigacio- 
nes, incluyendo  fórmulas,  “microfilms”,  cintas  registrado- 
ras e información  que  se  use  o se  proyecte  usar,  infrin- 
giendo esta  ley. 
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(b)  Cualquier  propiedad  sujeta  a confiscación  de  acuerdo 
con  el  apartado  (4)  del  inciso  (a)  de  este  artículo  será  incau- 
tada siguiendo  el  procedimiento  establecido  por  la  Ley  núm.  39, 
de  4 de  junio  de  1960,  según  enmendada,  conocida  como  Ley  Uni- 
forme de  Confiscación  de  Vehículos,  Bestias  y Embarcaciones. 

(c)  Cualquier  propiedad  sujeta  a confiscación  de  acuerdo  con 
los  apartados  (1),  (2),  (3),  y (5)  del  inciso  (a)  de  este  artículo 
será  incautada  y sumariamente  confiscada  por  el  Secretario  de 
Salud,  el  Superintendente  de  la  Policía  o por  el  Secretario  de  Jus- 
ticia, a nombre  del  Estado  Libre  Asociado  de  Puerto  Rico. 

La  propiedad  incautada  o retenida  de  acuerdo  con  este  inciso 
no  será  reivindicable,  sino  que  se  considerará  bajo  la  custodia  del 
Secretario  de  Salud  o del  Superintendente  de  la  Policía  o del 
Secretario  de  Justicia,  según  sea  el  caso,  y sujeta  sólo  a las  ór- 
denes y decretos  del  tribunal. 

(d)  (1)  Toda  especie  vegetal  de  la  cual  puedan  derivarse  sus- 
tancias de  las  Clasificaciones  I y II  que  haya  sido  sembrada  o 
cultivada  violando  las  disposiciones  de  esta  ley,  o cuyo  dueño  o 
cultivador  sea  desconocido,  o que  crezca  silvestre,  podrá  ser  in- 
cautada y sumariamente  confiscada  por  el  Secretario  de  Sa- 
lud, el  Superintendente  de  la  Policía  o el  Secretario  de  Justi- 
cia, a nombre  del  Estado  Libre  Asociado  de  Puerto  Rico. 

(2)  El  hecho  de  que  la  persona  que  ocupe,  administre  o 
esté  en  posesión  del  terreno  o del  local  donde  dicha  especie  vege- 
tal crece  o es  almacenada  no  pueda  presentar,  a requerimiento  del 
Secretario  de  Salud,  o de  sus  funcionarios  debidamente  autori- 
zados, un  registro  legalmente  válido,  o prueba  de  que  es  tenedor 
del  mismo,  constituirá  base  legal  para  la  incautación  y confis- 
cación. 

(3)  El  Secretario  de  Salud  o sus  funcionarios  o emplea- 
dos quedan  autorizados  para  entrar  en  cualesquiera  terrenos,  o 
en  cualesquiera  viviendas  mediante  orden  de  allanamiento,  para 
cortar,  recoger,  refnover,  o destruir  tales  especies  vegetales. 

(e)  Todas  las  sustancias  confiscadas  en  virtud  de  esta  ley  de 
ser  las  mismas  suceptibles  de  ser  usadas  para  fines  médicos  o 
científicos  serán  entregadas  por  el  Secretario  de  Salud  a insti- 
tuciones benéficas  de  fines  no  pecuniarios  previa  solicitud  al 
efecto.  De  no  existir  una  solicitud  a tal  efecto,  o si  dichas  sus- 
tancias no  son  suceptibles  de  ser  usadas  para  fines  médicos  o 
científicos  éstas  serán  destruidas  por  el  Secretario  de  Salud  o 
por  sus  funcionarios  en  presencia  de  una  comisión  compuesta  en 
la  forma  que  prescriba  por  reglamento  dicho  Secretario,  y tal 
comisión  levantará  un  acta  en  la  cual  hará  constar  la  cantidad  y 
la  procedencia  de  las  sustancias  destruidas  así  como  la  fecha  de 
su  destrucción. 
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El  Tribunal  Superior  tendrá  jurisdicción  para  expedir  in- 
junctions para  impedir  las  violaciones  a esta  ley,  o para  impedir 
que  se  obstruya  el  cumplimiento  de  esta  ley,  de  acuerdo  con  el 
procedimiento  establecido  en  las  Reglas  de  Procedimiento  Civil. 

Artículo  514. — Peso  de  la  Prueba,  Responsabilidad. 

(a)  (1)  El  Estado  no  estará  obligado  a negar  la  existencia  de 
una  exención  o excepción  establecida  por  esta  ley  en  una  denun- 
cia, acusación  u otra  alegación,  o en  un  juicio,  vista  u otro  pro- 
cedimiento judicial,  conforme  a esta  ley,  y el  peso  de  la  prueba 
de  la  existencia  de  tal  exención  o excepción  corresponderá  a la 
persona  que  la  reclama. 

(2)  En  el  caso  de  una  persona  acusada  por  infracción  al 
artículo  404(a)  por  posesión  de  sustancias  controladas  para 
consumo  propio,  cualquier  rótulo  que  identifique  las  mismas  con- 
forme a la  sección  503(b)  (2)  de  la  Ley  Federal  de  Alimentos, 
Drogas  y Cosméticos  será  admisible  como  evidencia,  y será  evi- 
dencia prima  facie  de  que  dicha  sustancia  fue  obtenida  median- 
te receta  legalmente  válida  de  un  profesional  actuando  en  el 
curso  de  su  práctica  profesional. 

(b)  A falta  de  prueba  de  que  una  persona  es  el  poseedor  le- 
galmente autorizado  de  un  registro  o de  una  hoja  oficial  de  pe- 
dido, expedidos  conforme  a esta  ley,  se  presumirá  que  no  es 
legalmente  tenedor  de  tal  registro  u hoja,  y a esa  persona  le 
corresponderá  el  peso  de  la  prueba  para  refutar  tal  presunción. 

(c)  El  peso  de  la  prueba  para  establecer  que  un  medio  de 
transporte,  incluyendo  naves  aéreas,  vehículos,  bestias  o embar- 
caciones, utilizado  en  relación  con  las  sustancias  enumeradas  en 
la  Clasificación  I,  fue  utilizado  legalmente  bajo  las  disposiciones 
de  esta  ley  corresponderá  a las  personas  que  lo  utilizan. 

Artículo  515. — Convictos — Operación  de  establecimientos  pii- 
blicos  donde  se  vendan  bebidos  alcohólicas  al  detal. 

Ninguna  persona  convicta  de  delito  grave  por  la  violación  de 
esta  ley  o de  cualquier  ley  de  los  Estados  Unidos,  estatal  o de 
cualquier  país  extranjero,  relacionada  con  drogas  narcóticas, 
marihuana,  sustancias  deprimentes  o estimulantes,  o que  haya 
sido  declarada  adicta  a drogas  narcóticas,  podrá  operar  o admi- 
nistrar un  establecimiento  donde  se  vendan  bebidas  alcohólicas 
para  consumirse  en  el  establecimiento  por  término  de  cinco  (5) 
años  a partir  de  la  extinción  de  la  sentencia  impuesta  por  dicha 
convicción  o a partir  de  la  declaración.  El  Secretario  de  Ha- 
cienda no  le  expedirá  licencia  para  la  operación  de  tal  negocio. 
Ninguna  persona  convicta  como  antes  se  expresa  podrá  traba- 
jar, en  un  establecimiento  en  donde  se  expendan  bebidas  alcohó- 
licas, por  un  término  de  cinco  (5)  años  a partir  de  la  extinción 
de  la  sentencia  impuesta  por  dicha  convicción  a partir  de  la 
declaración. 
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Artículo  516. — Coyidiicción  de  vehículos;  portación  de  armas. 

Ninguna  persona  que  hubiere  sido  convicta  por  algún  delito 
grave  de  esta  ley  o de  cualquier  ley  de  los  Estados  Unidos,  o de 
cualquier  estado  relacionada  con  drogas  narcóticas,  marihuana, 
sustancias  deprimentes  o estimulantes,  así  como  de  cualquier 
país  extranjero,  y ninguna  person  i (pie  h -ya  sido  declarada 
adicta  a drogas  narcóticas,  podrá  obtener  licencia  de  la  autori- 
dad correspondiente  para  la  conducción  de  ninguna  clase  de 
vehículo  de  motor  ni  de  tenencia,  posesión  o portación  de  armas 
de  fuego  por  un  término  de  cinco  (5)  años  a partir  de  la  ex- 
tinción de  la  sentencia  por  dicha  convicción  o a partir  de  la 
declaración.  Los  funcionarios  o empleados  públicos  a cargo  de 
expedir  dichas  licencias  estarán  impedidos  de  extenderlas  cuan- 
do concurra  alguna  de  las  circunstancias  ya  señaladas  en  el  so- 
licitante de  la  licencia  y cualquiera  de  tales  licencias  que  hu- 
biere sido  expedida  con  anterioridad  a la  convicción  o declara- 
ción de  que  la  persona  es  adicta  a drogas  narcóticas,  será  in- 
mediatamente cancelada  por  la  autoridad  correspondiente. 

No  obstante  las  prohibiciones  contenidas  en  este  artículo  el 
Secretario  de  Salud  podrá,  a petición  de  parte  interesada,  dejar 
sin  efecto  la  prohibición  de  que  se  expida  a una  de  tales  personas 
una  licencia  para  conducir  vehículos  de  motor,  siempre  que  se  le 
demuestre  a satisfacción,  que  dicha  persona  está  razonablemente 
rehabilitada  y que  la  licencia  que  se  solicita  es  necesaria  para  que 
dicha  persona  pueda  realizar  legalmente  su  trabajo  u oficio. 

La  presentación  de  la  certificación  del  Secretario  de  Salud 
relevando  a una  persona  de  la  prohibición  de  poseer  licencia  para 
conducir  vehículos  de  motor,  relevará  de  responsabilidad  al  em- 
pleado o funcionario  que  expida  ésta. 

Artículo  517. — Huellas  digitales  \j  fotografías. 

El  Superintendente  de  la  Policía  o su  agente  autorizado 
deberá  tomarle  huellas  digitales  y fotografiar  a toda  persona 
que  viole  cualquier  disposición  de  esta  ley  que  sea  punible  como 
delito  grave,  o sea  declarada  adicta  a drogas  narcóticas  confor- 
me a las  disposiciones  de  esta  ley,  y cualquier  persona  de  las 
comprendidas  en  este  artículo  que  deje  o rehúse  personarse  para 
tal  fin,  o suministre  información  falsa  o incompleta  según  se 
requiere  por  esta  ley,  o que  se  niegue  a dejarse  tomar  las  hue- 
llas digitales  o fotografiarse,  será  culpable  de  delito  menos  grave 
y sentenciada  a multa  que  no  será  mayor  de  mil  (1,000)  dólares 
ni  menor  de  doscientos  (200)  dólares  o pena  de  reclusión  por 
un  término  que  no  será  mayor  de  dos  (2)  años  ni  menor  de 
tres  (3)  meses  o ambas  penas  a discreción  del  tribunal. 

Artículo  518. — Tribunales  enviarán  copias  de  sentencia. 

El  secretario  del  tribunal  en  donde  se  halle  culpable  o donde 
se  exonere  a una  persona  por  violación  a las  disposiciones  de 
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esta  ley,  enviará  al  Secretario  de  Salud  y al  Superintendente 
de  la  Policía,  copia  certificada  de  la  sentencia. 

Artículo  519. — Procedimiento  judicial  especial  para  adictos. 

(a)  Siempre  que  el  Secretario  de  Salud  tenga  evidencia  de 
que  cualquier  persona,  que  no  sea  una  de  las  personas  compren- 
didas en  el  inciso  (b)  subsiguiente,  es  un  adicto  a drogas  narcó- 
ticas, radicará  por  conducto  del  Secretario  de  Justicia  una  peti- 
ción ante  la  Sala  del  Tribunal  Superior  correspondiente  al  domi- 
cilio o residencia  de  dicha  persona,  exponiendo  los  hechos  que 
fundamentan  su  petición  y solicitando  del  tribunal  que  ordene  el 
ingreso  de  dicha  persona  a la  institución  correspondiente,  previo 
el  cumplimiento  de  los  trámites  que  en  este  artículo  se  exigen. 
La  petición  vendrá  acompañada  de  una  certificación  del  Secre- 
tario de  Salud  o del  Secretario  de  Servicios  Sociales  acreditativa 
de  que  dispone  de  las  facilidades  a que  se  refiere  el  artículo  520. 

(b)  El  Secretario  de  Salud  no  iniciará  procedimiento  alguno 
bajo  este  artículo  y el  tribunal  no  asumirá  jurisdicción  bajo  el 
mismo,  cuando  se  trate  de  personas  que  estén  acusadas  de  come- 
ter cualquier  delito  público  o de  personas  que  estén  cumpliendo 
cualquier  sentencia  criminal,  ya  sea  que  estén  bajo  custodia  o en 
libertad  a prueba  o ya  sea  que  se  encuentren  en  libertad  bajo 
fianza  en  apelación. 

(c)  Una  vez  radicada  la  petición  de  que  habla  el  inciso  (a) 
de  este  artículo,  el  tribunal  citará  a la  persona  afectada  y cele- 
brará una  vista  preliminar  a los  únicos  fines  de  determinar  si 
existe  causa  probable  de  que  tal  persona  es  adicta  a drogas  nar- 
cóticas. El  alguacil  del  tribunal  deberá  citar  personalmente  a la 
persona  de  que  se  trate  para  que  comparezca  al  tribunal. 

(d)  Tanto  en  la  vista  preliminar  para  determinar  causa  pro- 
bable, como  en  cualquier  etapa  del  procedimiento  más  adelante 
establecido  en  este  artículo,  la  persona  tendrá  derecho  a estar 
asistida  por  un  abogado  y el  tribunal  le  advertirá  de  ese  derecho 
y le  nombrará  un  abogado  si  la  persona  carece  de  recursos  para 
contratar  tales  servicios  legales  o si,  a juicio  del  tribunal,  carece 
de  facultad  para  renunciar  inteligentemente  su  derecho  a repre- 
sentación legal. 

(e)  Si  el  tribunal  encontrare  que  existe  causa  probable  de 
que  la  persona  es  adicta  a drogas  narcóticas,  ordenará  un  exa- 
men médico  de  dicha  persona  y designará  por  lo  menos  dos  mé- 
dicos debidamente  autorizados  a ejercer  su  profesión  en  Puerto 
Rico  para  que  practiquen  dicho  examen.  Uno  de  los  médicos  así 
designados  deberá  poseer  una  especialización  en  siquiatría.  El 
tribunal  podrá  ordenar  que  la  persona  sea  recluida  en  una  insti- 
tución apropiada,  por  un  término  que  no  excederá  de  cinco  (5) 
días,  a los  fines  de  que  sea  sometida  a dicho  examen. 
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(f)  Cada  uno  de  los  médicos  designados  por  el  tribunal  para 
practicar  el  examen  médico  de  la  persona,  radicará  dentro  del 
término  de  cinco  (5)  días  contados  a partir  de  la  fecha  en  que 
se  practicó  el  examen  médico,  un  informe  que  deberá  contener  el 
resultado  del  examen  practicado  y su  conclusión  al  efecto  de  si  la 
persona  es  o no  un  adicto  a drogas  narcóticas.  El  abogado  de  la 
persona  en  relación  con  la  cual  se  esté  tramitando  este  procedi- 
miento podrá  inspeccionar  los  informes  médicos  sobre  los  exá- 
menes físicos  y mentales  que  se  le  hagan  a esta  persona  para  de- 
terminar su  adicción  a drogas. 

(g)  Ninguno  de  los  informes  médicos  relativos  a exámenes 
físicos  o mentales  de  la  persona  objeto  de  este  procedimiento,  ni 
ninguna  otra  evidencia  obtenida  durante  y como  consecuencia 
del  procedimiento  aquí  establecido,  que  incrimine  a dicha  per- 
sona en  la  comisión  de  cualquier  delito  público,  podrá  ser  usado 
en  su  contra  y no  podrá  ser  admitido  en  ningún  procedimiento  ju- 
dicial que  se  inste  contra  dicha  persona,  fuera  del  que  se  esta- 
blece en  este  artículo. 

(h)  Si  en  cualquiera  de  los  informes  médicos  se  concluyera 
que  el  paciente  es  un  adicto  a drogas  narcóticas  o que  ha  sido  im- 
posible determinar  tal  hecho  porque  el  paciente  se  ha  negado  a 
dejarse  hacer  el  examen  completo,  el  tribunal  celebrará  una  vista 
previo  señalamiento  al  efecto  para  determinar  judicialmente  si 
la  persona  es  o no  un  adicto  a drogas  narcóticas.  En  tal  caso  la 
persona  será  puesta  en  libertad  y será  citada  de  nuevo  personal- 
mente con  suficiente  antelación  a la  fecha  de  celebración  de  la 
misma,  o el  tribunal  podrá,  a su  discreción,  ordenar  que  la  per- 
sona permanezca  recluida  en  la  institución  que  el  tribunal  de- 
signe y que  será  una  de  aquellas  a que  se  refiere  el  artículo  620, 
hasta  tanto  se  celebre  dicha  vista  y se  tramite  por  completo  el 
procedimiento  aquí  establecido.  Si  en  los  informes  de  los  mé- 
dicos se  concluye  que  la  persona  no  es  un  adicto  a las  drogas  nar- 
cóticas el  tribunal  no  estará  obligado  a celebrar  la  vista,  pu- 
diendo  ordenar  el  archivo  del  caso. 

(i)  La  vista  se  efectuará  en  la  Sala  del  Tribunal  Superior  en 
que  se  inició  el  procedimiento  el  cual  se  regirá  por  las  reglas  de 
evidencia  y procedimiento  aplicables  en  los  casos  civiles.  No 
obstante  lo  anterior,  la  persona  objeto  de  este  procedimiento  no 
podrá  oponerse  a que  se  presente  y se  admita  evidencia  en  su 
contra  basándose  en  que  la  misma  es  de  carácter  privilegiado  ni 
podrá,  por  gozar  de  la  inmunidad  prescrita  en  el  inciso  (g)  que 
precede,  negarse  a prestar  declaración  sobre  la  base  de  que  puede 
incriminarse  a sí  misma. 

(j)  A base  de  la  evidencia  introducida  en  la  vista,  el  tribunal 
determinará  si  el  paciente  es  o no  un  adicto  a drogas  narcóticas. 
Si  como  resultado  de  la  vista  el  tribunal  resuelve  que  la  persona 
es  adicta  a drogas  narcóticas,  ordenará  al  Secretario  de  Salud 
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que  recluya  a dicha  persona  en  calidad  de  paciente  en  la  institu- 
ción que  a tales  fines  provea  el  Departamento  de  Salud  para  el 
tratamiento  adecuado  de  adictos  a drogas  narcóticas.  La  reso- 
lución del  tribunal  declarando  que  dicha  persona  es  adicta  a dro- 
gas narcóticas  y ordenando  su  reclusión  en  la  institución  que 
provea  el  Secretario  de  Salud  será  de  carácter  compulsorio  y el 
paciente  así  recluido  permanecerá  en  dicha  institución  hasta  que 
hubiere  recibido  todo  el  tratamiento  que  pueda  ofrecer  dicha 
institución,  según  lo  certifique  el  Secretario  de  Salud  o el  director 
de  la  institución  de  que  se  trate. 

(k)  El  Director  o persona  encargada  de  la  institución  donde 
esté  recluido  el  adicto  a drogas  narcóticas  enviará  aquellos  infor- 
mes periódicos  por  escrito  que  solicite  el  tribunal  que  ordenó  la 
reclusión  del  paciente,  relacionando  en  tales  informes  la  forma 
en  que  se  desarrolla  el  tratamiento,  y cualesquiera  otros  datos 
que  requiera  el  tribunal  así  como  una  recomendación  específica 
en  cuanto  a la  conveniencia  y necesidad  de  que  se  prosiga  o no 
con  el  tratamiento  del  paciente. 

(l)  Cuando  el  director  o persona  encargada  de  la  institución 
recomiende  al  tribunal  la  descontinuación  del  tratamiento  por- 
que el  paciente  está  completamente  restablecido  o porque  éste  ya 
ha  recibido  el  máximo  de  tratamiento  que  puede  ofrecer  la  ins- 
titución, el  tribunal  determinará,  luego  de  oír  al  paciente,  si  éste 
debe  o no  seguir  recibiendo  tratamiento.  Si  el  tribunal  deter- 
minare que  no  es  necesario  o viable  mantener  al  paciente  bajo 
tratamiento  ordenará  que  se  le  dé  de  alta  inmediatamente  y no- 
tificará con  copia  de  dicha  resolución  al  Secretario  de  Salud. 

(m)  El  tribunal,  a petición  del  paciente,  y después  de  haber 
estado  bajo  tratamiento  por  un  año,  citará  al  encargado  de  la 
institución  en  que  está  recluido  dicho  paciente  para  mostrar 
causa  de  por  qué  no  se  ha  dado  de  alta  al  paciente.  Si  el  tribu- 
nal, luego  de  oír  a ambas  partes,  determinare  que  el  paciente  ha 
recibido  el  máximo  de  tratamiento  o está  rehabilitado,  ordenará 
que  se  dé  de  alta  al  paciente  y notificará  con  copia  de  su  resolu- 
ción al  Secretario  de  Salud. 

(n)  Toda  persona  que  hubiere  sido  declarada  adicta  a dro- 
gas narcóticas  deberá  dentro  de  los  dos  (2)  años  siguientes  a la 
terminación  del  tratamiento  a que  fue  sometida,  comparecer  per- 
sonalmente ante  el  Secretario  de  Salud  o ante  la  persona  que  éste 
designe,  durante  aquellos  períodos  que  éste  prescriba  por  regla- 
mento, para  observar  de  cerca  si  la  persona  ha  vuelto  o no  a 
convertirse  en  un  adicto  a drogas  narcóticas.  Durante  estas  vi- 
sitas periódicas,  la  persona  podrá  ser  sometida  a aquellos  exá- 
menes físicos  que  ordene  el  Secretario.  El  Secretario  no  podrá 
en  ningún  caso  exigir  más  de  una  comparecencia  mensual, 

(o)  Ninguna  persona  que  sea  sometida  al  tratamiento  com- 
pulsorio que  se  autoriza  en  este  artículo  será  considerada  como 
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un  infractor  de  esta  ley  y la  orden  del  tribunal  ordenando  su 
reclusión  en  una  institución  no  se  considerará,  bajo  ninguna 
circunstancia,  como  una  convicción  o sentencia  criminal. 

(р)  Toda  persona  que  sea  un  adicto  a drogas  narcóticas 
o contra  quien  se  radique  una  petición  bajo  el  inciso  (a)  de  este 
artículo  podrá  renunciar  a cualesquiera  de  las  vistas  que  se  le 
reconocen  en  este  artículo  y solicitar  voluntariamente  que  se  le 
recluya  para  tratamiento  en  la  institución  que  designe  el  tribunal. 
La  persona  así  recluida  estará  sujeta  a las  mismas  obligaciones 
que  se  le  impongan  a las  personas  que  compulsoriamente  son  re- 
cluidas en  una  institución  bajo  las  disposiciones  de  este  artículo. 

Artículo  520. — Tratamiento  para  personas  adictas  a drogas 
narcóticas. 

Los  Secretarios  de  Salud  y de  Servicios  Sociales  de  Puerto 
Rico  quedan  autorizados  para  proveer  las  facilidades  necesarias 
para  el  tratamiento  especializado,  físico  o mental  de  los  adictos 
a drogas  narcóticas,  de  acuerdo  con  programas  que  ellos  establez- 
can al  efecto,  haciendo  uso,  en  cuanto  fuere  necesario,  de  insti- 
tuciones bajo  su  administración  y,  con  cargo  a los  fondos  de  que 
disponga  a tales  propósitos  y,  en  la  medida  que  dispongan  de 
facilidades  para  hacerlo,  admitirán  a tratamiento  en  las  institu- 
ciones a los  adictos  cuyo  ingreso  ordene  el  Tribunal  Superior 
de  Puerto  Rico  y a los  adictos  que  voluntariamente  soliciten  in- 
gresar. 

A solicitud  del  Secretario  de  Justicia  este  tratamiento  se  hará 
extensivo  a aquellos  adictos  que  se  encuentren  confinados  en  las 
instituciones  penales  bajo  la  jurisdicción  de  dicho  funcionario. 
El  tratamiento  se  dará  en  la  propia  institución  penal  o,  como 
más  adelante  se  dispone,  en  instituciones  bajo  la  jurisdicción  del 
Secretario  de  Salud,  o de  Servicios  Sociales,  según  sea  el  caso. 

Artículo  521. — Tratamiento  para  convictos  adictos  a drogas 
narcóticas. 

(a)  Toda  persona,  convicta  por  cualquier  delito  público,  que 
se  encuentre  confinada  en  una  de  las  instituciones  penales  bajo 
la  jurisdicción  del  Secretario  de  Justicia,  y sea  adicta  a drogas 
narcóticas,  podrá  ser  sometida  con  su  consentimiento  a trata- 
miento para  la  cura  de  su  adicción  en  el  Programa  de  Rehabilita- 
ción que  se  establezca  en  la  institución  penal. 

(b)  El  médico  de  la  institución  penal  hará  someter  a los  con- 
victos a examen  médico  con  el  fin  de  determinar  el  hecho  de  su 
adicción. 

(с)  Una  vez  sometidos  al  tratamiento  provisto  en  el  inciso 
(a),  los  convictos  adictos  continuarán  las  etapas  del  tratamiento 
y rehabilitación  que  son  llevados  a cabo  en  instituciones  del  De- 
partamento de  Salud  o del  Departamento  de  Servicios  Sociales, 
mediando  una  certificación  médica  o del  terapista  encargado  del 
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tratamiento  en  que  se  establezca  que  el  convicto  adicto  ha  termi- 
nado la  etapa  final  del  tratamiento  ofrecido  en  la  institución  pe- 
nal y de  cualquier  otra  prueba  fehaciente  de  su  intención  de  re- 
habilitarse. Se  seguirá  el  siguiente  procedimiento  para  estudiar 
los  casos  de  aquellos  convictos  adictos  que  hayan  terminado  la 
etapa  final  de  tratamiento  en  la  institución  penal  y estén  en  etapa 
de  ser  transferidos  a las  instituciones  del  Departamento  de  Sa- 
lud o del  Departamento  de  Servicios  Sociales  para  continuar  su 
tratamiento  y rehabilitación : 

1.  Los  casos  serán  sometidos  a un  Comité  Icompuesto  por 
representantes  del  Secretario  de  Justicia,  del  Secretario  de 
Salud  y del  Secretario  de  Servicios  Sociales.  Una  vez  es- 
tudiado el  caso,  el  Comité  determinará  si  el  convicto  adicto 
cualifica  para  tratamiento  adicional  y rehabilitación,  y re- 
comendará al  Secretario  de  Justicia  su  transferencia  a la 
institución  del  Departamento  de  Salud  o del  Departamento 
de  Servicios  Sociales  que  corresponda.  La  decisión  del  Co- 
mité será  final  en  lo  que  respecta  a si  un  convicto  adicto 
cualifica  o no  para  tratamiento  adicional  y rehabilitación. 
El  Secretario  de  Justicia  hará  la  decisión  final  en  cuanto  a 
las  transferencias  de  convictos  adictos  de  las  instituciones 
penales  a las  instituciones  del  Departamento  de  Salud  o del 
Departamento  de  Servicios  Sociales. 

2.  Al  hacer  sus  determinaciones,  el  Comité  antedicho  to- 
mará en  cuenta  los  siguientes  factores : 

a.  Interés  del  convicto  adicto  en  tratarse  y rehabili- 
tarse evidenciado  éste  por  actos  positivos  durante  el  tra- 
tamiento preliminar. 

b.  Probabilidades  de  que  el  convicto  adicto  pueda  re- 
habilitarse. 

c.  Récord  penal  e historial  social,  personal  y médico 
del  individuo. 

d.  Naturaleza  del  delito  y circunstancias  en  que  se  co- 
metió. 

e.  Protección  de  la  sociedad  y seguridad  pública. 

f.  Medios  existentes  en  el  Departamento  de  Salud  o 
en  el  Departamento  de  Servicios  Sociales  para  trata- 
miento. 

3.  (a)  El  Secretario  de  Justicia  podrá  transferir  cual- 
quier convicto  adicto  que  haya  llenado  los  requisitos  ante- 
riormente estipulados  a instituciones  bajo  la  jurisdicción 
del  Secretario  de  Salud  o del  Secretario  de  Servicios  Sociales 
previamente  designados  por  éste,  por  el  tiempo  que  ambos 
funcionarios  estimen  necesario  para  su  tratamiento  y reha- 
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bilitación,  y que  no  podrá  exceder  el  término  de  la  sentencia, 
a menos  que  el  convicto,  previa  autorización  por  escrito  al 
efecto,  consintiere  a continuar  recibiendo  tratamiento. 

(b)  Una  vez  hecha  la  transferencia,  el  convicto  adicto 
quedará  bajo  la  custodia  física  del  Secretario  de  Salud  o del 
Secretario  de  Servicios  Sociales  quien  adoptará  todas  aque- 
llas normas,  reglas  y medidas  necesarias  para  garantizar 
su  custodia,  su  tratamiento  y rehabilitación  y la  seguridad 
pública.  El  tiempo  que  el  convicto  adicto  esté  sujeto  a tra- 
tamiento incluyendo  el  término  de  ios  permisos  dispuestos  en 
el  apartado  (4),  le  será  acreditado  a su  sentencia. 

4.  (a)  El  Secretario  de  Salud  o el  Secretario  de  Servi- 
cios Sociales,  o sus  representantes,  podrán  conceder  per- 
miso para  visitar  sus  hogares  a ios  convictos  adictos  a dro- 
gas narcóticas  transferidos  por  el  Secretario  de  Justicia 
para  continuar  su  tratamiento  y rehabilitación  en  institu- 
ciones bajo  la  jurisdicción  del  Departamento  de  Salud  o 
del  Departamento  de  Servicios  Sociales.  Estos  permisos  se 
concederán  de  acuerdo  con  el  Secretario  de  Justicia  o con  su 
representante. 

(b)  El  jefe  de  la  institución  del  Departamento  de  Sa- 
lud o del  Departamento  de  Servicios  Sociales  donde  esté  re- 
cluido el  convicto  adicto  recomendará  la  concesión  del  per- 
miso, previa  consulta  con  los  oficiales  médicos,  sicólogos, 
trabajadores  sociales  y terapistas  que  tienen  a su  cargo  el 
tratamiento  y rehabilitación  del  convicto  adicto  en  dicha 
institución. 

(c)  El  jefe  de  la  institución  del  Departamento  de  Sa- 
lud o del  Departamento  de  Servicios  Sociales  al  hacer  la  re- 
comendación para  la  concesión  del  permiso  deberá  tener  en 
cuenta  que  los  siguientes  factores  concurran  favorablemente 
en  todo  candidato : 

1.  Estado  mental,  emocional  y físico. 

2.  Forma  en  que  está  respondiendo  al  tratamiento. 

3.  Conducta  general  observada  en  la  institución. 

4.  Necesidad  del  permiso  para  su  tratamiento. 

5.  Actitud  y condiciones  prevalecientes  en  su  hogar  y 
en  la  comunidad  donde  él  vive.  Esta  información  deberá 
obtenerse  por  escrito  o visitando  el  lugar. 

(d)  Los  permisos  se  concederán  estrictamente  a base  de  mé- 
ritos de  los  candidatos  y siempre  que  éstos  los  deseen,  sin  que  sea 
necesario  que  sus  familiares  o cualesquiera  otras  personas  inter- 
cedan en  su  favor. 

(e)  El  término  de  cada  permiso  deberá  fijarse  tomando  en 
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consideración  la  distancia  de  la  institución  al  hogar  del  convicto 
adicto,  pero  en  ningún  caso  excederá  de  52  horas. 

(f)  El  permiso  se  concederá  a los  intervalos  que,  de  acuerdo 
con  la  naturaleza  de  cada  caso,  reconiiende  el  jefe  de  la  institu- 
ción del  Departamento  de  Salud  o del  Departamento  de  Servicios 
Sociales,  previa  consulta  con  los  oficiales  médicos,  sicólogos,  tra- 
bajadores sociales  y terapistas  que  tienen  a su  cargo  el  trata- 
miento y rehabilitación  del  convicto  adicto  en  dicha  institución. 

(g)  Una  vez  concedido  el  permiso,  el  jefe  de  la  institución 
del  Departamento  de  Salud  o del  Departamento  de  Servicios  So- 
ciales facilitará  al  convicto  adicto  los  medios  para  su  traslado  al 
hogar  y su  regreso  a la  institución  utilizando  para  ello  los  re- 
cursos con  que  cuente  el  convicto  adicto  u otros  recursos  econó- 
micos disponibles  para  este  fin. 

(h)  El  jefe  de  la  institución  del  Departamento  de  Salud  o del 
Departamento  de  Servicios  Sociales  dará  a los  convictos  adictos 
a quienes  se  les  concedan  los  permisos  las  instrucciones  necesa- 
rias y entregará  a cada  uno  una  tarjeta  de  identificación  indi- 
cando la  hora  de  salida  y regreso  a la  institución.  Esta  tarjeta 
será  expedida  por  los  Secretarios  de  Salud  o de  Servicios  Socia- 
les y de  Justicia,  o por  sus  representantes,  y llevará  impreso  el 
sello  de  ambos  departamentos.  El  jefe  de  la  institución  del  De- 
partamento de  Salud  o del  Departamento  de  Servicios  Sociales 
donde  se  encuentra  recluido  el  convicto  adicto  deberá  certificar 
el  día  y la  hora  en  qué  éste  regresó  a la  institución. 

(i)  El  convicto  adicto  deberá  regresar  a la  institución  del 
Departamento  de  Salud  o del  Departamento  de  Servicios  Sociales 
en  el  día  y la  hora  señalados  en  el  permiso.  Si  dejare  de  hacerlo 
o lo  hiciere  después  de  la  hora  indicada,  podrá  ser  enjuiciado  se- 
gún lo  dispuesto  en  el  Artículo  152  del  Código  Penal  de  Puer- 
to Rico. 

(j)  A su  regreso  a la  institución  del  Departamento  de  Salud 
o del  Departamento  de  Servicios  Sociales  el  convicto  adicto  será 
sometido  a los  exámenes  que  fueren  necesarios  para  evaluar  los 
resultados  y efectos  de  su  visita  y si  ha  utilizado  drogas  narcó- 
ticas durante  la  misma.  El  jefe  de  la  institución  del  Departa- 
mento de  Salud  o del  Departamento  de  Servicios  Sociales  se  en- 
trevistará con  el  convicto  adicto  y se  comunicará  con  su  familia, 
así  como  con  sus  vecinos,  para  evaluar  los  resultados  de  la  visita, 
todo  ello  a los  fines  de  la  concesión  de  permisos  sucesivos.  El 
tiempo  durante  el  cual  el  convicto  adicto  haya  estado  de  visita  en 
su  hogar  mediante  permiso  y observando  buena  conducta  le  será 
abonado  a la  sentencia. 

(k)  El  Secretario  de  Salud  o el  Secretario  de  Servicios  So- 
ciales mantendrá  informado  ai  Secretario  de  Justicia  del  desa- 
rrollo del  programa,  de  tratamiento  a convictos  adictos  y del 
progreso  de  cada  caso  bajo  tratamiento.  Si  durante  el  trans- 
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eurso  del  mismo,  el  Secretario  de  Salud  o el  Secretario  de  Ser- 
vicios Sociales,  o sus  representantes,  determinan  que  el  convicto 
adicto  no  está  respondiendo  al  tratamiento,  o ha  violado  las  nor- 
mas o reglas  adoptadas  para  éste,  lo  notificarán  al  Secretario  de 
Justicia  quien  procederá  a trasladar  a la  persona  a la  institución 
penal  correspondiente. 

(l)  Cuando  el  convicto  adicto  se  haya  abstenido  de  usar  dro- 
gas narcóticas  por  un  período  de  dos  (2)  años  y a juicio  de  las 
autoridades  de  la  institución  del  Departamento  de  Salud  o del 
Departamento  de  Servicios  Sociales  donde  se  encuentre  recluido 
esté  aparentemente  rehabilitado,  se  notificará  de  este  hecho  al 
Secretario  de  Salud  o al  Secretario  de  Servicios  Sociales  quien 
podrá  certificar  dicho  hecho  al  Secretario  de  Justicia. 

(m)  Una  vez  certificados  los  hechos  señalados  en  el  inciso 
(1),  el  Secretario  de  Justicia  recuperará  la  custodia  fisica  y 
procederá  a transferirlo  a la  institución  penal  correspondiente 
tomando  las  medidas  que  sean  pertinentes  para  que  el  convicto 
adicto  pueda  ayudar  en  el  tratamiento  de  otros  convictos  adictos 
y pueda  aplicar  las  destrezas  aprendidas  durante  su  tratamiento. 
Este  servicio  podrá  ser  prestado  en  la  institución  penal  donde  se 
halle  recluido  o en  las  instituciones  de  tratamiento  para  adictos 
del  Departamento  de  Salud  o del  Departamento  de  Servicios  So- 
ciales. 

(n)  El  Secretario  de  Salud,  el  Secretario  de  Servicios  Socia- 
les y el  Secretario  de  Justicia  promulgarán,  de  común  acuerdo, 
los  reglamentos  para  sus  respectivos  departamentos  necesarios 
para  poner  en  vigor  las  disposiciones  de  este  articulo. 

(o)  El  Secretario  de  Justicia  queda  igualmente  facultado 
para  establecer  programas  de  tratamiento  para  los  confinados 
adictos  a drogas  narcóticas  en  coordinación  con  el  Secretario  de 
Servicios  Sociales  de  Puerto  Rico  y el  Secretario  de  Salud.  Asi- 
mismo, el  Secretario  de  Justicia  queda  facultado  para  trasladar, 
para  fines  de  tratamiento,  confinados  adictos  a drogas  narcóti- 
cas, a aquellas  instituciones  para  el  tratamiento  de  adictos  a 
drogas  narcóticas  administradas  por  el  Departamento  de  Servi- 
cios Sociales  y el  Departamento  de  Salud.  Los  poderes,  regla- 
mentación a adoptarse,  y procedimientos  a seguirse,  con  rela- 
ción a los  programas  de  tratamiento  que  ofrezca  el  Departa- 
mento de  Servicios  Sociales,  serán  los  mismos  prescritos  en  es- 
ta ley  respecto  a los  Secretarios  de  Justicia  y de  Salud. 

Artículo  522. — Jurisdicción  de  la  Junta  de  Libertad  Bajo  Pa- 
labra. 

(a)  Los  convictos  por  venta,  posesión,  uso  y tenencia  de  dro- 
gas que  siendo  adictos  hayan  sido  certificados  como  rehabilita- 
dos de  conformidad  con  el  procedimiento  estipulado  en  el  Ar- 
tículo 521,  podrán  solicitar  a las  autoridades  pertinentes  que  su 


Bol.  Asoc.  Méd.  P.  Rico 
Octubre  1971 


Ley 


297 


caso  sea  referido  para  consideración  a la  Junta  de  Libertad  Bajo 
Palabra. 

(b)  La  elegibilidad  de  los  casos  que  considere  la  Junta,  será 
determinado,  en  cuanto  a libertad  bajo  palabra,  a tenor  con  lo 
dispuesto  por  la  Ley  núm.  295  de  10  de  abril  de  1946,  según  en- 
mendada, excepto  que  el  requisito  de  que  el  recluso  deberá  haber 
cumplido  el  mínimo  de  su  sentencia,  no  será  exigible  en  los  casos 
a que  se  refiere  el  artículo  621,  en  su  inciso  (1). 

(c)  Todas  las  restantes  disposiciones  de  la  Ley  núm.  59  de 
19  de  junio  de  1965,  que  crea  la  Junta  de  Libertad  Bajo  Palabra 
y define  su  autoridad  y funciones,  serán  aplicables. 

Artículo  523. — Encubiertos,  Declaraciones  Juradas 

Todo  personal  de  investigaciones  que  intervenga  o participe 
como  encubierto  en  una  transacción  de  venta  de  drogas  y sus- 
tancias controladas  bajo  las  disposiciones  de  esta  ley,  deberá  pres- 
tar ante  un  Fiscal,  dentro  de  un  término  no  mayor  de  120  horas 
siguientes  a haberse  consumado  la  transacción  de  venta,  una 
declaración  jurada  sobre  su  participación  en  la  misma  y los 
hechos  pertinentes  a ésta,  a menos  que  se  demuestre  justa  causa 
para  una  demora  en  someterla  dentro  del  término  antes  indicado. 

Cuando  el  Tribunal  determinare  en  la  vista  preliminar  que 
dicha  declaración  jurada  no  fue  prestada,  o que  habiéndose 
prestado  fuera  del  término  de  120  horas  no  hubo  justa  causa 
para  la  dilación,  ni  dicha  declaración  jurada  ni  el  testimonio 
del  agente  encubierto  podrán  ser  presentados  en  evidencia. 

En  la  determinación  de  justa  causa  se  tomará  en  considera- 
ción, entre  otros  factores,  el  que  la  investigación  que  se  lleve  a 
cabo  no  hubiere  concluido  dentro  del  término  no  mayor  de  120 
horas  antes  indicado. 


CAPITULO  VI 

DEROGACIONES  Y DISPOSICIONES  VARIAS 

Artículo  601. — Cláusula  Derogatoria 

Por  la  presente  se  deroga  la  Ley  núm.  48,  de  18  de  junio  de 
1959,  según  enmendada,  conocida  como  “Ley  de  Narcóticos  de 
Puerto  Rico",  con  excepción  del  Artículo  21  de  dicha  ley,  que 
retendrá  su  vigencia. 

La  Ley  núm.  126,  de  13  de  julio  de  1960,  según  enmendada, 
conocida  como  “Ley  de  Barbitúricos  y otras  Drogas  Peligrosas” 
continuará  en  vigor  en  todo  lo  que  no  sea  incompatible  con 
esta  ley. 

La  Ley  núm.  72,  de  26  de  abril  de  1960,  según  enmendada, 
conocida  como  “Ley  de  Alimentos,  Drogas  y Cosméticos  de 
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Puerto  Rico”,  continuará  en  vigor  en  todo  lo  que  no  sea  incom- 
patible con  esta  ley. 

Toda  ley  o parte  de  ley  que  esté  en  conflicto  con  la  presente, 
queda  por  ésta  derogada,  entendiéndose,  que  la  Ley  núm.  159,  de 
28  de  junio  de  1968,  según  enmendada,  que  crea  la  Comisión  Per- 
manente para  el  Control  de  la  Narcomanía,  quedará  vigente  en 
todas  sus  partes. 

Artículo  602. — Procedimientos  Pendientes 

(a)  Las  acusaciones  pendientes  por  cualquier  violación  a las 
leyes  o partes  de  leyes  derogadas  por  esta  ley,  que  ocurra  con 
anterioridad  a la  fecha  de  vigencia  de  la  misma  se  seguirán  tra- 
mitando bajo  la  ley  vigente  al  momento  de  haberse  cometido  la 
susodicha  violación.  Si  la  violación  por  la  cual  se  ha  acusado  es 
similar  a las  que  se  incluyen  en  esta  ley,  se  aplicarán  las  penali- 
dades dispuestas  por  esta  ley,  si  éstas  son  menores  que  las  pena- 
lidades bajo  la  legislación  anterior. 

(b)  Las  incautaciones  civiles  o confiscaciones  y los  procedi- 
mientos de  injunction  comenzados  antes  de  la  fecha  de  vigencia 
de  esta  ley  no  quedarán  afectados  por  ninguna  de  las  deroga- 
ciones formuladas  por  la  misma. 

(c)  Todos  los  procedimientos  administrativos  que  estén  pen- 
dientes ante  el  Secretario  de  Salud  o el  Secretario  de  Hacienda, 
a la  fecha  de  vigencia  de  esta  ley,  se  seguirán  tramitando  hasta 
llegar  a una  determinación  final  de  acuerdo  con  las  leyes  y re- 
glamentos en  vigor  anteriores  a la  fecha  de  vigencia  de  esta  ley. 

Aquellas  drogas  o sustancias  que  estaban  controladas  o regla- 
mentadas con  anterioridad  a la  vigencia  de  esta  ley,  que  no  apa- 
rezcan enumeradas  en  ninguna  de  las  cinco  clasificaciones  que- 
darán controladas  automáticamente  sin  ulteriores  procedimien- 
tos y se  incluirán  en  la  clasificación  correspondiente. 

Artículo  603. — Registro  Provisional 

(a)  (1)  Toda  persona  que: 

(A)  se  haya  dedicado  a fabricar,  distribuir  o dispensar 
alguna  sustancia  controlada  con  anterioridad  a la  vigencia 
de  esta  ley,  y 

(B)  esté  registrada  o licenciada  con  anterioridad  a la 
vigencia  de  la  misma  de  conformidad  con  las  leyes  vigentes 
entonces,  deberá  entenderse  que  tiene  un  registro  provisio- 
nal bajo  el  artículo  303  para  la  fabricación,  distribución  o 
dispensación  de  sustancias  controladas,  según  sea  el  caso, 
con  respecto  a cada  establecimiento  o local  para  el  cual  tenga 
un  registro  o licencia  en  vigor. 

(2)  Durante  el  período  en  el  cual  su  registro  provisional 
esté  en  vigor  bajo  este  artículo,  el  número  de  registro  o licencia 
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que  le  hubiese  sido  asignado  bajo  la  ley  vigente  entonces,  será  su 
número  de  registro  para  los  fines  del  artículo  303  de  esta  ley. 

(b)  Las  disposiciones  del  artículo  304,  relativas  a la  suspen- 
sión o revocación  de  registro  serán  aplicables  al  registro  provi- 
sional bajo  este  artículo. 

(c)  El  registro  provisional  bajo  el  inciso  (a)  (1)  de  este  ar- 
tículo, a menos  que  éste  sea  suspendido  o revocado  bajo  el  in- 
ciso (b),  estará  en  vigor  hasta: 

(1)  la  fecha  en  la  cual  la  persona  sea  registrada  por  el 
Secretario  de  Salud  de  acuerdo  con  el  artículo  303,  o en  la 
cual  se  le  deniegue  el  registro,  o 

(2)  la  fecha  prescrita  por  el  Secretario  de  Salud  para 
el  registro  de  fabricantes,  distribuidores  o dispensadores, 
cualquiera  de  las  dos  fechas  que  sea  primera  en  tiempo. 

Artículo  604. — Vigencia  de  los  Reglamentos 

Toda  orden,  regla  o reglamento  que  hubiera  sido  promulgado 
conforme  a cualquier  ley  afectada  por  esta  ley,  y que  estén  en 
vigor  con  anterioridad  a la  aprobación  de  la  misma,  continuarán 
en  vigor  siempre  que  no  estén  en  conflicto  con  esta  ley  y hasta 
que  sean  modificados,  sustituidos  o derogados. 

Artículo  605. — Separabilidad 

Si  cualquier  disposición  de  esta  ley  o su  aplicación  a cual- 
quier persona  o circunstancia  fuere  declarada  nula,  su  nulidad  no 
afectará  a otras  disposiciones  o aplicaciones  de  la  ley  que  pue- 
dan mantenerse  en  vigor  sin  recurrir  a la  disposición  o aplica- 
ción anuladas,  y para  este  fin  las  disposiciones  de  la  ley  son  se- 
parables. 

Artículo  606. — Transferencias 

Se  transfiere  al  Departamento  de  Salud  todo  el  personal, 
equipo,  archivos,  expedientes,  récords,  balances  no  gastados  de 
asignaciones,  partidas  y otros  fondos  disponibles,  o que  estén 
disponibles,  del  Departamento  de  Hacienda,  dedicados  a y en 
relación  con  el  cumplimiento  de  la  fase  lícita  y administrativa  de 
la  Ley  núm.  48,  de  18  de  junio  de  1959,  según  enmendada,  que  se 
deroga  por  la  presente  ley. 

Tanto  el  personal  transferido  al  Departamento  de  Salud  como 
el  retenido  por  el  Departamento  de  Hacienda  conservará  el 
status  así  como  todos  los  derechos  y privilegios  que  disfrutaban 
al  momento  de  hacerse  la  transferencia. 

La  transferencia  de  funciones  al  Departamento  de  Hacienda 
a la  Policía  de  Puerto  Rico  efectuado  en  virtud  de  la  Ley  núm. 
116  de  28  de  junio  de  1969,  continuará  en  vigor  y no  quedará 
afectada  por  la  aprobación  de  la  presente  ley.  Todo  el  personal 
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que  fue  transferido  a la  Policía  de  Puerto  Rico  en  virtud  de  la 
citada  Ley  Núm.  116,  queda  por  la  presente  transferido  al 
Departamento  de  Justicia  para  los  fines  que  el  Secretario  de 
Justicia  estime  pertinentes  en  relación  con  los  propósitos  de  esta 
ley.  No  obstante,  no  estarán  incluidos  en  dicha  transferencia 
aquellas  personas  que  hubieren  hecho  su  ingreso  en  el  Cuerpo 
de  la  Policía,  así  como  aquellos  otros  empleados  que,  dentro  del 
término  de  30  días  a partir  de  la  aprobación  de  esta  ley,  indi- 
vidualmente expresaren  su  deseo  de  continuar  prestando  servi- 
cios como  tales  empleados  de  la  Policía  de  Puerto  Rico.  Tam- 
bién quedan  transferidos  al  Departamento  de  Justicia  los  récords 
y expedientes  de  personal  y balances  no  gastados  de  asignacio- 
nes, partidas  u otros  fondos  disponibles  o que  estarán  disponi- 
bles de  la  Policía  de  Puerto  Rico  referentes  al  personal  así 
transferido. 

Artículo  607. — Asignación  de  Fondos 

Los  fondos  a ser  asignados  al  Departamento  de  Salud  para 
llevar  a cabo  las  disposiciones  de  esta  ley,  se  consignarán  en  el 
Presupuesto  General  del  Estado  Libre  Asociado  de  Puerto  Rico, 
para  el  año  1971-72. 

Artículo  608. — Vigencia 

Esta  ley  entrará  en  vigor  inmediatamente  después  de  su  apro- 
bación en  cuanto  a las  siguientes  partes  de  la  misma : Capítulo  I 
en  su  totalidad;  Artículo  202;  inciso  (c)  del  Artículo  302,  y 
el  Artículo  404.  Todas  las  demás  disposiciones  entrarán  en 
vigor  a los  180  días  de  su  aprobación. 

Disposición  Transitoria 

Las  transferencias  autorizadas  por  esta  ley  serán  efectuadas 
a partir  de  la  fecha  de  su  aprobación,  y dentro  del  período  de 
vigencia  de  180  días  antes  especificado. 

Aquellas  disposiciones  de  la  Ley  núm.  48  de  18  de  junio  de 
1959,  según  enmendada,  y de  la  Ley  núm.  126  de  13  de  julio 
de  1960,  según  enmendada,  que  resultaren  conflictivas  con  las 
disposiciones  de  esta  ley  que  conllevan  vigencia  inmediata,  que- 
dan expresamente  derogadas,  en  tanto  en  cuanto  conflinjan  con 
las  referidas  disposiciones  de  esta  ley.  Las  restantes  disposi- 
ciones de  las  citadas  leyes  números  48  y 126  continuarán  en 
vigor  hasta  tanto  queden  derogadas  o subsistentes  conforme  a 
lo  dispuesto  en  el  Artículo  601  de  esta  ley. 

Las  disposiciones  del  inciso  (b)  del  Artículo  404  de  esta  ley 
y las  penalidades  prescritas  en  el  inciso  (a)  de  dicho  Artículo 
404,  serán  aplicables  y beneficiarán  a toda  persona  que,  a partir 
de  la  fecha  de  vigencia  de  dicho  artículo  sea  convicta  de  ilegal- 
mente poseer  cualquier  sustancia  controlada  para  consumo  pro- 
pio, aun  cuando  la  acusación,  en  su  caso,  hubiere  sido  radicada 
al  amparo  de  legislación  anterior. 


NOTICIAS 


FUNDACION  DE  PRIMERA  SOCIEDAD  DE  CIRUGIA  DE 
LA  MANO  EN  PUERTO  RICO 

El  capítulo  de  Puerto  Rico  de  la  Sociedad  de  Cirugía 
de  la  Mano  del  Caribe  celebró  recientemente  su  primera 
reunión  en  Mayaguez.  Socios  fundadores  de  la  misma  son 
el  Dr.  Ramón  Isales,  la  Dra.  Angela  Ramírez  y el  Dr.  Blas 
Ferraiouli.  Se  eligió  a la  Dra.  Ramírez  presidente  del  capí- 
tulo puertorriqueño.  Este  cuenta  al  presente  eon  10  miem- 
bros activos,  8 miembros  candidatos  y 2 miembros  asocia- 
dos — e incluye  especialistas  en  cirugía  plástica,  ortopedia 
y cirugía  general. 

La  Sociedad  de  Cirugía  de  la  Mano  del  Caribe  se  fundó 
en  enero  del  1968  en  Chicago  y tiene  su  cede  actual  en  la 
ciudad  de  México.  Ha  sido  recientemente  aceptada  como 
miembro  del  distinguido  organismo  mundial  “INTERNATIO- 
NAL FEDERATION  OF  SOCIETIES  FOR  HAND  SURGERY”. 
Puerto  Rico  será  cede  de  la  próxima  asamblea  pan-americana 
de  la  sociedad,  que  se  celebrará  en  septiembre  de  1972. 


The  American  Board  of  Family  Practice  announces  that 
it  will  give  its  next  examination  for  certification  in  various 
centers  throughout  the  United  States.  The  examination  will 
be  over  a two-day  period  on  April  29-30,  1972.  Information 
regarding  the  examination  can  be  obtained  by  writing: 

Nicholas].  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 
Annex  No.  2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE;  Deadline  for  receiving  completed  applica- 
tions in  the  Board  office  is  February  1,  1972. 


La  División  de  Retardación  Mental,  Departamento  de  Salud, 
se  complace  en  invitarle  al  tercer  seminario  sobre  Retardación 
Mental,  que  como  aportación  a la  celebración  de  noviembre, 
mes  de  Retardación  Mental,  celebra  todos  los  años.  El  semina- 
rio se  celebrará  los  días  8,  9 y 10  de  noviembre  de  1971  en  el 
Hotel  Caribe  Hilton. 

Para  más  informaeión,  favor  de  comunicarse  con  el  Dr. 


Ferdinand  Morales,  Director  División  Retardación  Mental,  De- 
partamento de  Salud. 


AMERICAN  PHYSICIAN  ART  ASSOCIATION 


We  would  like  to  invite  our  medical  colleagues  to  become 
members  of  our  national  non-profit  organization  which  is  de- 
dicated to  furthering  art  interests  of  the  medical  profession; 
to  broadening  tlie  physician’s  knowledge  and  appreciation 
of  the  past  and  present;  to  stimulating  physician  artists  to 
produce  works  of  art  in  the  fields  of  painting,  sculpture, 
photography,  graphic  arts,  design  and  creative  crafts;  to  hold- 
ing a national  annual  exhibition  of  physicians’  art  works; 
and  to  stimulating  regional  art  exhibitions  of  physicians’  works 
at  local,  state  and  specialty  meetings. 

Our  art  exhibit  is  held  annually  in  conjunction  with  the 
annual  meeting  of  the  American  Medical  Association.  The 
APAA  has  a membership  which  extends  across  the  entire 
United  States,  Canada  and  Latin  America.  Every  state  in  the 
Union  is  represented  through  a Regional  Director.  It  is  the 
hope  of  the  APAA  to  establish  a central  photographic  archive 
of  its  members’  art  works,  to  be  used  for  year  round  press 
and  magazine  publicity  in  the  physicians’  home  towns  as  well 
as  nationally. 

You  do  not  necessarily  have  to  be  currently  engaged  in  any 
art  activity  to  become  a member.  We  also  welcome  the  support 
of  anyone  interested  in  furthering  physicians’  art  in  America, 
as  our  organization  is  totally  supported  by  the  members  and 
friends  of  the  APAA.  The  types  of  membership  are: 


Life  Sponsor  Membership 
Sponsor  Membership 
Regular  Membership 
^Associate  Membership 


$ 200.00 

30.00 

15.00 
5.00 


(*Associate  Membership  is  for  Medical  students,  interns, 
and  residents.) 


If  you  are  interested  in  becoming  a member,  or  if  you  wish 
further  information,  please  contact  the  President  of  APAA, 
A.  M.  Gottlieb,  M.D.,  3801  Miranda  Avenue,  Palo  Alto,  Cali- 
fornia 94304. 


JL^DE ERRATA. 

En  el  Editorial  titulado  “Tratamiento  Quirúrgico  de  Me- 
tástasis Malignas  al  Pulmón”  que  aparece  en  el  Volumen  63, 
Núm.  9,  mes  de  septiembre  1971,  párrafo  quinto,  donde 
dice,  “Poco  halagadores,  y más  bien  deprimentes,  fueron  los 
resultados  en  los  pacientes  que  tenían  metástasis  al  llevarlos 
al  quirófano”,  debe  leer  como  sigue:  “Poco  halagadores,  y 
más  bien  deprimentes,  fueron  los  resultados  en  los  pacientes 
que  tenían  múltiples  metástasis  al  llevarlos  al  quirófano”. 
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come  (o^elher ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  — you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 


The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents;  Cardiovascular 
Disease:  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 
Current  Concepts  in  Gastroenterology:  Office 
Gynecology:  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 
Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 


25lh 

nnifl  Clínícol  Convention 
Oovember  28  - December  1. 1971 
the  River9Qte 
Convention  Center 
new  Orleon/ 


to  the  clinical  staff 
and  to  the  researcher... 


The  Ohio  Model  560  is  much 
more  than  a respirator 


The  new  Ohio  Model  560  Respirator  is  a volume  con- 
trolled unit  which  will  deliver  tidal  volume  to  the  patient 
regardless  of  resistance  and  compliance  of  the  patient’s 
pulmonary  systems.  It  is  an  extremely  valuable  and  ver- 
satile instrument  for  intensive  care,  post-operative,  and 
emergency  room  areas. 

This  respirator  may  be  programmed  either  to  assist 
patient  ventilation,  with  varying  degrees  of  control,  or  to 
completely  take  over  and  place  the  patient  under  respira- 
tor control.  Tidal  volume  is.  adjustable  from  100  cc  to 
2000  cc  with  adjustable  expiratory  times. 

A computerized  “sigh”  or  deep  breath  may  be  easily 
introduced  to  the  patient  on  a programmed  basis  at  in- 
tervals of  2,  4,  6,  8,  or  10  minutes.  After  a deep  breath  is 
delivered  the  computerized  circuit  automatically  lengthens 
expiratory  time  to  twice  the  setting  used  previously  for 
tidal  volume  only  — then  automatically  resumes  its  pre- 
set breathing  pattern. 

Other  features  include  manual  pushbutton  initiation  of 
both  inspiration  and  expiration,  an  ultrasonic  humidifier 
which  delivers  0 to  3 cc  per  minute  minimum  and  an  alarm 
system  monitors  low  pressure,  bellows  travel,  loss  of 
poiver,  and  lesser  concentration  of  oxygen  than  selected. 
For  added  safety,  the  patient  circuit  opens  automatically 
permitting  the  patient  to  breathe  to  atmosphere  in  the 
event  of  machine  malfunction.  An  accessory  system  per- 
mits a range  of  0 to  —20  cm.  H2O  negative  pressure. 


General  Gases  & Supplies  Corp, 


Calle  Manuel  Camuñas  No.  10 
Urb.  Ind.  Tres  Monjitas 

HATO  REY 
765.7445 


Ave.  Central  cruce 
Carr.  Guaynabo 

GUAYNABO 

7834515 


Cond.  Los  Flamboyanes 
Ave.  65  Infantería 

RIO  PIEORAS 
765-7445 


Calle  Barbosa  No.  11 

BAYAMON 

785-6090 


C^iie  Jaspe  No.  21 
Centro  Com.  Villa  Blanca 

CAGUAS 

7436595 


Ave.  Muñoz  Rivera 
esq.  Ave.  Expreso 

PONCE 

843-0425 


Ave.  Miramar  No.  529 

ARECIBO 

878-2460 


An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
1 50  mg  and  75  mg  of  demethylchlortetracycline  HCl. 

355-S 

J3ECIX3MYCIN 

DEMETHYlCHLOKTEntACYCUNE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


EVAPORATED 


IjPmOtCAKMGHNAN  ADDÍD  1]  FLOl 


ínulas 


Carnation  Evaporated 
Milk.  Baby's  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


CARNATION®  EVAPORATED  MILK.  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


Empirin*  compound  ww^ 
Codeine,  gry2  or  gri 

Helps  overpower  pa 


Each  tablet  contains:  aspirin  gr.  31/2,  ~ 
phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  )/2. 

No.  4 contains  codeine  phosphate* -(64.8  m^g.)  gr.  1. 
'(Warning— may  be  habitforming.) 

Empirin  Compound  with  Codeine  is  now  classified  in  S^itedule  III 
(I  HI  Available  on  oral  prescription  and  may  be  refilled  5 time&%k 
within  6 months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional  Service?  De 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cuando  comen  lo  que  les  gusta 
y no  lo  que  deben... 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Unicap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 


Cada  tableta  contiene: 

Vitamina  A 1.5  mg. 

Vitamina  D 10  mcg. 

Mononitrate  de  Tiamina  (B-1)  10  mg. 

Riboflavina  (B-2)  10  mg. 

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  300  mg. 

Niacinamida  100  mg. 

Clorhidrato  de  Piridoxina  (B-6)  2 mg. 

Pantotenato  de  Calcio  20  mg. 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina)  20  mg. 

Vitamina  E 30  Unidades  Internacionales 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso) 10  mg. 

Yodo  (como  yoduro  de  potasio)  0.15  mg. 

Calcio  (como  carbonato)  50  mg. 

Cobre  (como  sulfato)  1 mg. 

Manganeso  (como  sulfato)  1 mg. 

Magnesio  (como  sulfato)  6 mg. 

Potasio  (como  sulfato)  5 mg. 

Poso/og/a;  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 

Presentación:  Frascos  de  30  y 90 


Upjohn 


PR  S226.1  MAY,  1969 
6811  MARCA  REGISTRADA  EN  E.U.A.:  UNICAP  THERAPEUTIC 


UPJOHN  INTER-AMERICAN  CORPORATION  / CAPARRA / PUERTO  NUEVO 


When  disease  is  raled  out 
and  psychic  tension  is  implicated 


\áliuní  (diazepam) 
2-mg,  5-mg,  lO-mg  tablets 


helps  relax  the  patient 
and  relieve  his  somatie  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  reUef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  hbido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  sldn  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients;  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/3  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose^  “•  packages  of  1000. 
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Patients  ídl  asleep  quickly 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 

with  insomniaJ-2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  eiectro- 
encephaiographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  In 
clinical  studies,  instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excIHment)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  iightheaded- 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

Reterances:  1.  Frost,  J.  D,,  Jr.;  “A  System  for  Automatically  Analyz- 
ing Sleep.”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


ftnd  slept  through  the  night 


On 

Dalmane 
(flurazepam  HCI) 


Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


irage  sleep  laboratory  measurements  in  cited  studies 
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On  Dalmane 
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33.6  min. 

17.6  min, 

ke  time  after  onset  of  sleep 
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48.7  min. 

22.6  min. 

»)set  of  sleep 
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al  sleep  time 
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447.5  min. 

al  sleep  percent 

88.6 
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linical  effectiveness  as 
•oven  in  the  sleep  laboratory 

dimane* 

lurazepam  HCD 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 


fHE  Frt, 


Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
‘C  \ nr\'  , mstful  sleep.  Since  insomnia  is  often  transient 
A.  COUNTV^Ayntermitfent,  prolonged  administration  is 
library  OF  MEDICINE  oenerally  not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity 

pncTHM  to  flurazepam  HCI. 
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Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported-  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  GI  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity. have  also  been  reported  in  rare 
instances. 


Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


e 30-mg  capsule  h.s.— usual  adult  dosage, 
é 15-mg  capsule  h.s.— initial  dosage  for 
lerly  or  debilitated  patients. 
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know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy^rOtOIl  chlorthalidone  usr 

Makes  water,  not  waves. 


■But 

have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  trartsient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  hy-  7764-» 


BOLETIN 

ASOCIACION  MEDICA  DE  PUERTO  RICO 


OnoANo  OnoAt 

JUNTA  EDITORA: 

Jorge  0.  Just  Viera,  Presidente 
José  L.  Cangiano 
Herman  J.  Flax 
Osvaldo  González 
Norman  Maldonado 
F.  Hernández  Morales 
Francisco  Olazábal,  Jr. 

José  A.  Pereyó 
Nathan  Rifkinson 
Emilio  Torres  Reyes 
Enrique  0.  Vélez  García 


Fundado  *n  1903 

SECRETARIO  DE  REDACCION 
Sr.  Gregorio  Díaz 

ASESORES 

Julio  Víctor  Rivera 
José  E.  Sifontes 
Mario  R.  García  Palmieri 
Lillian  Haddock 

CONSULTORES 
Ramón  E.  Figueroa 
Ramón  H.  Bermudez 


OAcIm  AÉBlfllsIfStlM: 

Edifido  de  la  Atodadón  Médka  de  Puerto  Rko,  Ave.  Fer- 
nándea  Juna»  Núm.  1305.  Apartado  de  Coireoe  9387,  Santuice. 
Puerto  Rk»  00908.  Tel.  725-0969. 

AaMdw  » 1wci»rlMin 

El  Boledn  ae  publica  menaualmente.  £1  prede  de  «UKrípdo- 
nei  es  de  $5.00  por  afio.  Todo  material  de  anuncio  está  sujeto 
a aprobación  por  la  Junu  Editora. 


Podrán  ordenarse  reimpresos  de  los  artículos  a publicarse 
mando  se  icdba  notifkáwión  de  su  aceptación. 

Second  dass  postage  paid  at  San  Juan.  Pueno  Rico. 


No  matter  how  good 
your  present  anesthesia 
machine  is, 

the  Heidbrink’DM  5000 
is  better. 


Better  because 

no  tedious  calculations 
are  required. 

Built-in,  electrically  heated 
vaporizers  precisely  control 
agent  vapor  pressure. 

Long  scale  (11"]  flowmeters 
are  calibrated  directly  in 
flow  rate  of 
gases  and  vapors. 
Static-dissipating  shield 
protects  flowmeters. 
Flowmeters  are 
compensated  for  ambient 
barometric  pressure  and 
are  insensitive  to  patient 
circuit  pressure  variations. 
Anesthesia  agents  may 
be  changed  in  “mid-stream.” 
Pressure  gauges  and 
oxygen  flush  valve  are 
conveniently 
front-mounted. 

Large  flat  surfaces  are 
easily  cleaned. 
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I N ASTH  MA  L optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 
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MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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choose  the  topicals 
that  áive  your  patient- 


broad  antibacterial  activity  against 


susceptible  skin  invaders 
a lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 


Neosporiif  Ointment  \ 


(polymyxin  B-bacitracin-neomycin)  | 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 


neomycin  base);  special  white  petrolatum  q.  s. 
In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 


^anishin;^  Cream  Base 


Neosporin-G  cre 


(polymyxin  B-neomycin-gramicidin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  f 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  t 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  f 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  J 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  i ^ 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.2b%\ 
methylparaben  as  preservative.  # 

In  tutes  of  15  g.  I 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  ini 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  Q : 
Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  4 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi,  Approfyiate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  currerit  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  1 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind,  1 


Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is’ 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


ALCOHOL  AND  ITS  EFFECTS  ON  MAN 


Alcohol  is  the  number  one  drug  problem  in  Puerto 
Rico.  This  is  also  true  in  the  United  States  and 
other  countries.  Alcoholism  as  a disease  is  only  excee- 
ded (in  numbers)  by  heart  disease,  mental  disease  and 
cancer. 

Traffic  fatalities  continue  to  be  a very  serious  Public 
Health  problem.  Recent  surveys  show  that  more  than 
half  of  the  deaths  were  caused  by  the  “drinking” 
pedestrian  or  driver  (1,  2,  3).  If  we  could  in  some 
way  curb  these  drinking  pedestrians  and  drivers,  we 
would  cut  this  “highway  murder”  by  half. 

It  was  previously  thought  that  it  was  the  social 
drinker  who  caused  most  of  our  traffic  deaths,  because 
alcohol  even  in  small  amounts  impairs  judgement,  visual 
acuity,  clearness  of  mind  and  concentration,  self  con- 
trol, reaction  time  and  motor  coordination;  in  addition 
that  they  (as  a group)  outnumber  tbe  obviously  intoxi- 
cated driver  (4,  5,  6). 

This  is  only  true  in  part.  Recent  surveys  have  shown 
that  although  the  social  drinker  does  contribute  to  a 
large  number  of  traffic  fatalities  — it  is  the  problem 
(heavy)  drinker  who  contribute  to  most  of  our  traffic 
fatalities  (3).  This  is  also  true  in  the  United  States  (7, 
8). 

Although  in  1970,  Puerto  Rico  had  451  traffic  fatali- 
ties (3),  which  was  92,  or  21  percent  less  than  the  pre- 
vious years,  this  is  still  too  high  and  must  be  significant- 
ly lowered. 

To  reduce  this  traffic  death  toll  will  not  be  easy. 
Puerto  Rico  is  one  of  the  foremost  “rum  producers” 
in  the  world  and  has  a potential  drinking  population 
of  about  one  million  (out  of  a total  of  2.7)  who 
consume  about  forty  million  gallons  of  alcoholic  li- 
quor annually  (9). 

This  study  will  be  continued,  in  the  hope  that  we 
can  find  the  way  to  curb  “The  Drinking  Driver”  and 


From  the  Institute  of  Legal  Medieine,  Sehool  of  Medi- 
cine, University  of  Puerto  Rico. 

Conference  given  at  the  Armed  Forces  Institute  of  Pa- 
thology; Symposium  for  Alcohol  Pathology,  May  10-12,  1971, 
in  Washington,  D.  C. 

This  Bulletin  is  in  support  of  the  Alcohol  Safety  Action 
Project  of  the  Puerto  Rico  Highway  Safety  Commission,  and  the 
Department  of  Transportation,  Federal  Highway  Administra- 
tion, Bureau  of  Highway  Safety. 
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the  “Drinking  Pedestrian”.  Actually  the  fatal  “drink- 
ing”  pedestrian  is  more  of  a problem  since  there  are 
no  apparent  laws  to  curb  him. 

So  that  we  all  may  have  a better  understanding 
of  Alcohol  and  its  effects  on  man,  a short  resume 
and  review  is  offered. 

I.  TYPES  OF  ALCOHOLIC  BEVERAGES 
Alcoholic  beverages,  as  we  know  them,  occur  in 

various  types  and  in  various  strengths.  The  com- 
monly used  expression  of  strength  is  “proof”,  which 
is  numerically  twice  the  percent  value.  For  example 
an  86  proof  whisky  is  43  percent  alcohol  and  a 100 
proof  whiskey  is  50  percent  alcohol  by  volume.  The 
various  common  types  are; 

Beer  — 2 percent  to  6 percent 
Wines  — 5 percent  to  12  percent 
Fortified  wines  — 15  percent  to  20  percent 
Distillates  such  as:  Whiskey,  rye,  bourbon,  com, 
rum,  gin,  brandy,  scotch,  etc.  — 40  percent 
to  55  percent 

Alcohol  and  its  effects  on  man  have  been  known 
for  a long  time.  Even  during  his  earliest  history, 
man  in  the  attempt  to  make  his  existence  more  to- 
lerable, soon  learned  that  the  fermentation  of  certain 
fruit  or  vegetable  juices  resulted  in  a drink  that  made 
him  feel  indiferent  to  his  immediate  problem.  It  was 
also  observed  that  the  degree  of  indifference  produced 
depended  upon  the  quantity  imbibed;  up  to  a point 
of  complete  indifference  (coma).  It  was  much  later 
in  eivilization  that  man  isolated  and  identified  the  active 
ingredient  of  this  drink  as  ethyl  alcohol. 

Ethyl  alcohol  is  isolated  by  fractional  distillation 
(separation  by  vaporizing  and  condensation).  It  is  a 
colorless,  volatile,  pleasant  smelling  aromatic  liquid 
with  the  chemical  formula  Cj  Hs  OH.  It  is  formed  from 
the  fermentation  of  certain  carbohydrates  (sugars)  in 
cereals  grains,  fruits,  or  flowers,  and  also  synthetically 
from  ethylene  gas  or  ethyl  sulfate. 

II.  ABSORPTION 

Alcohol  requires  no  digestion,  and  absorption  occurs 
apparently  by  simple  diffusion;  and  is  so  rapid  that  from 
80  to  90  percent  of  the  ingested  quantity  may  be  absor- 
bed in  about  30  minutes.  The  first  few  “quick  drinks” 
at  the  party,  produces  a flushing  of  the  face  and  neck. 


302 


303 


Volumen  63 
Núm.  11 


Sidney  Kaye,  MSc,  PhD 


and  a feeling  of  warmth  very  quickly.  However,  com- 
plete absorption  may  require  up  to  2 hours  or  more. 
About  20  percent  is  absorbed  from  the  stomach  and 
the  remainder  from  the  small  intestine. 

A delay  in  gastric  (stomach)  emptying  time  is  a most 
important  factor  in  slowing  the  rate  of  absorption.  Lar- 
gely because  of  this,  speed  of  absorption  may  vary 
among  individuals;  and  in  the  same  individual  at  dif- 
ferent times.  Ordinarily  the  most  important  factor 
in  delaying  absorption  is  the  presence  of  food.  Carbo- 
hydrates (sugars)  and  proteins  are  equally  effective 
and  possible  more  effective,  than  fats  in  this  respect. 
The  concentration  and  nature  of  the  alcoholic  beverage 
are  also  influencing  factors.  For  instance,  the  alcohol 
in  beer  is  more  slowly  absorbed  than  in  an  equal  con- 
centration in  water;  and  the  more  concentrated  “on  the 
rocks”  drinks  are  more  slowly  absorbed  than  when 
mixed  with  water  or  soda  water  (CO2);  with  soda  water 
(CO2)  fastest. 

III.  METABOLISM  AND  ELIMINA  TION; 

More  than  95  percent  of  the  alcohol  absorbed  is 
completely  metabolized  (changed  by  oxidation  to  car- 
bon dioxide  and  water).  The  initial  stage  of  this  me- 
tabolism begins  in  the  liver,  hence  the  possible  effect 
or  liver  disease  on  the  intensity  of  the  alcohol  activity 
and  effect.  The  remaining  small  amounts  is  eliminated 
unchanged,  chiefly  by  the  lungs  and  kidneys. 

Normally  the  body  destroys  and  eliminates  alcohol 
(during  life)  at  a rate  equivalent  to  about  one  ounce  of 
whiskey  (86  proof)  per  hour.  In  terms  of  changes  in  the 
blood-alcohol  percentage,  this  corresponds  to  a decrease 
of  approximately  0.015-0.020  percent  per  hour  (10). 

The  blood  alcohol  level  does  not  vary  after  death, 
provided  putrefaction  has  not  set  in;  nor  does  it  re- 
present the  peak  reached  at  some  previous  time. 
Perhaps  death  occurs  a number  of  hours  after  the 
peak  has  been  passed  because  of  respiratory  para- 
lysis following  a profound  depression  of  this  me- 
chanism in  a manner  comparable  to  that  produced 
by  carbon  monoxide  or  barbiturates. 

It  is  therefore  not  unusual  to  find  relatively  low 
blood-alcohol  levels  in  uncomplicated  cases  of  acute 
alcoholism.  These  values  would  vary  inversely  pro- 
portional with  the  length  of  time  of  survival  of  the 
patient  (since  his  last  drink  or  onset  of  coma);  that  is, 
the  longer  the  period  of  survival,  the  lower  the  terminal 
blood-alcohol  values  (10,  11). 

IV.  ACTION 

Alcohol  is  basically  a central  nervous  system  de- 
pressant, acting  in  a manner  generally  similar  to  anes- 
thetics such  as  ether  or  chloroform.  The  inhibitory 


centers  (judgment)  are  depressed  first,  and  now  one 
feels  euphoric,  less  tense  and  under  less  social  restraints, 
as  though  the  “brakes”  had  been  released.  It  acts  as  a 
“social  lubricant”  and  shyness,  prudence,  self»  criticism 
are  diminished.  One’s  true  inner  self  may  now  be 
revealed;  “In  vino  veritas”*. 

Depression  if  severe  often  produces  death  by  res- 
piratory failure.  There  is  an  increased  proneness  to  as- 
piration of  food  into  the  lungs,  infections  or  exposure 
to  extreme  weather.  There  is  a marked  proneness 
to  violent  death  resulting  from  brawls;  foolhardy  stunts, 
or  accidents  because  of  a lack  of  judgment  or  a lack 
of  ability  to  avoid  or  resist  assault  or  accident. 

V.  SIGNS  AND  SYMPTOMS 

The  effects  of  ethyl  alcohol  intoxication  on  man 
are  fairly  typical,  and  generally  are  characterized  by 
a release  from  his  usual  social  restraints  and  inhibitions. 
As  a result  there  may  be  the  appearance,  initially  at 
least,  of  stimulation;  actually  this  is  pseudo-stimulation. 
Depending  on  the  amount  taken,  there  is  a sense  of 
security,  feeling  of  being  a “superman”,  a “nothing- 
matters-plenty-of-time”  attitude,  hilarity,  and  bois- 
terousness. Judgment,  vision,  mental  efficiency,  con- 
centration, reaction  time  and  motor  coordination  suffer. 
There  is  analgesia  (insensibility  to  pain)  general  depres- 
sion of  the  five  senses,  mental  confusion,  slow  and 
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sluggish  thinking,  impulsive  behavior,  decreased  ef- 
ficiency in  responding  to  emergency  situations,  and 
an  inability  to  perform  simple  tasks  with  normal 
speed  and  accuracy.  All  these  vary  somewhat  with 
the  individual. 

Other  findings  are  nausea,  vomiting,  vertigo,  charac- 
teristic odor  on  the  breath,  slurred  speech,  dilated 
pupils,  flushed  face,  sweating,  impaired  reflexes,  poor 
motor  coordination,  unsteady  gait,  clumsiness,  loqua- 
ciousness, sleepiness,  diuresis,  (increased  urine  output) 
weak  rapid  pulse,  cerebral  edema,  dyspnea,  cyanosis, 
mild  acidosis,  circulatory  collapse,  coma,  respiratory 
failure,  and  even  death. 

The  pathological  findings  in  fatal  cases  of  acute 
alcoholism  are  not  characteristic  nor  striking  except, 
perhaps,  for  an  alcoholic  (and  congener)  odor  of  the 
tissues.  It  is,  therefore,  difficult  to  make  a diagnosis 
of  fatal  acute  alcoholism  without  an  adequate  history 
and  postmortem  toxicological  study. 

VI.  TOLERANCE 

Individual  tolerance  (may  be  congenital  or  acquired) 
depend  upon  susceptibility,  drinking  habits,  rate  of 
absorption,  rate  of  metabolism  and  elimination,  age, 
body  weight,  and  the  general  health  and  condition  of 
the  subject.  Individuals  in  ill  health,  mentally  or  phy- 
sically, are  usually  more  profoundly  affected  by  alcohol 
than  those  in  a state  of  good  health. 

VII.  ANALYSIS 

Direct  determination  of  the  concentration  of  alcohol 
in  the  blood  by  chemical  or  physical  analysis  is  the  most 
reliable  and  practical  method  (15). 

Indirectly  blood-alcohol  levels  may  also  be  deter- 
mined by  analysis  of  the  expired  air  for  alcohol.  The 
validity  of  these  tests,  of  course,  depend  upon  the 
special  training  of  the  chemist.  Blood  should  be  pre- 
served with  sodium  fluoride  150  mg/10  ml.  (10,  12). 

Urine  analyses  are  not  reliable  and  should  not  be 
used  (4,  10,  13,  14). 

VIII.  SYNERGISM: 

Subjects  taking  any  depressant  drugs  such  as  the 
barbiturate  derivatives,  morphine  derivatives,  chloral 
hydrate,  other  narcotics,  hynotics,  sedatives,  depres- 
sants, tranquilizes,  or  anthihistamines,  etc.,  concomi- 
tantly with  alcohol  will  be  more  markedly  affected  than 
otherwise.  Such  drugs  should  be  used  only  with  special 
care  in  the  presence  of  alcohol,  if  at  all.  Death  due  to 
this  synergistic  action  is  not  uncommon  (10).  Carbon 
monoxide  (tailgating  a bus  or  truck)  will  also  act  as  a 
depressant  (2,  3). 


As  a matter  of  fact,  any  depressant  drug  in  itself, 
also  will  adversely  affect  the  driving  ability.  One 
should  NOT  DRIVE,  if  he  has  taken  a depressant  drug. 

IX.  SOME  POPULAR  FALLACIES 

1.  “That  you  can’t  get  drunk  on  beer”:  This  is 
not  true;  you  just  have  to  drink  more  (one  12  oz  bottle 
of  beer  is  equivalent  to  about  1 oz  of  whiskey). 

2.  “That  alcohol  may  act  as  an  aphrodisiac  (sexual 
stimulant)”:  This  actually  is  not  so.  It  may  accent 
the  desire  “by  lack  of  inhibitions”,  but  it  can  also 
inhibit  or  minimize  the  performance.* 

3.  “That  use  of  alcohol  is  a good  method  to  keep 
warm  on  a very  cold  day”:  This  practice  is  actually 
dangerous.  Alcohol  may  produce  a dilation  of  peri- 
pheral blood  vessels  in  the  skin,  which  will  increase 
perspiration  and  heat  loss.  This  may  then  give  a rapid 
transient  feeling  of  warmth;  when  actually  the  body 
is  rapidly  losing  heat.  Furthermore,  large  amounts  of 
alcohol  depress  the  heat  regulatory  centers,  and  heat 
production  by  the  body  may  now  be  impaired. 

4.  “That  mixing  alcoholic  drinks  such  as  whiskey, 
beer  or  gin  produces  a marked  potentiation  (increase) 
of  action”:  This  is  not  so.  It  may  make  one  sick  due 
to  congeners,  but  not  more  intoxicated,  other  than  in 
proportion  to  the  amount  of  alcohol  taken.  This 
depends  solely  upon  the  total  amount  of  alcohol,  re- 
gardless of  type  of  drink.  Congeners  are  the  flavor 
(bouquet)  which  is  enhanced  by  “aging”.  Vodka  is 
purified  alcohol;  has  no  odor  and  has  no  congeners. 

5.  “That  after  an  overindulgence  of  champagne, 
and  upon  drinking  water  the  next  morning,  one  again 
may  become  intoxicated”:  This  is  not  true.  One  may 
get  sick,  but  cannot  again  come  under  the  influence 
of  alcohol  (or  intoxication),  without  the  actual  presence 
of  alcohol. 

6.  “That  a small  amount  of  alcohol  may  improve 
normal  driving  abilities”:  This  is  not  true  because,  al- 
cohol is  a depressant,  and  dulls  the  feeling  of  tenseness, 
sense  of  alertness,  responsibility  and  self  criticism. 
Drinking  to  any  extent  reduces  self  control  and  reduces 
the  driving  ability  of  any  driver.  In  this  respect,  the 
social  drinkers  are  also  a menace;  perhaps  more  so  than 
is  commonly  believed,  since  their  self  appraisal,  critical 
judgement  and  reaction  time  is  impaired  even  with  a 
fairly  low  alcohol  level;  and  they  surely  outnumber  the 
obviously  intoxicated  drivers.  You  do  not  have  to  be 
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obviously  intoxicated  to  be  “under  the  influence”  and 
an  unsafe  driver.  “Under  the  influence”  means  that  due 
to  drinking  alcohol,  one  has  lost  to  any  degree  some  of 
clearness  of  mind,  judgement,  concentration,  vision, 
reaction  time,  motor  coordination;  or  in  other  words 
his  ability  to  respond  to  an  emergency  situation.  Two 
ounces  of  whiskey  may  reduce  visual  acuity  as  much  as 
wearing  dark  sun  glasses  at  night. 

It  is  a sad  note  that  50  percent  of  our  fatalities  on 
the  highway  were  due  mainly  to  drinking  alcoholic 
beverages  (1,  2,  3)  and  that  most  of  these  drinkers  were 
the  “heavy  drinkers”  that  did  not  stop  at  just  having 
one-or-two  or  even  three  “palitos”.  In  this  respect  the 
drinking  pedestrian  even  outnumbered  the  drinking 
driver  in  fatalities  in  Puerto  Rico  during  the  last  three 
years  (1,2,  3). 

X.  INTERPRETATION  OF  BLOOD  ALCOHOL  VA- 
LUES 

(Largely  from  the  National  Safety  Council) 

Less  than  0.05  percent  — prima  facie  evidence  that 
the  subject  is  not  under  the  influence  of  alcohol. 

Between  0.05  percent-0. 10  percent  corroborative 
evidence  must  be  considered  with  all  outward  physical 
signs  and  symptoms,  behavior  and  circumstances.  In 
general,  the  nearer  the  level  of  O.IO  percent  is  approach- 
ed, the  more  likely  the  subject  is  of  “being  under  the 
influence  of  alcohol”. 

0.10  percent  and  above  - prima  facie  evidence  that 
the  subject  is  under  the  influence  of  alcohol  insofar 
as  the  operation  of  a motor  vehicle  is  concerned. 

0.25  percent  and  above  - the  subject  is  markedly 
intoxicated. 

0.40  percent  and  above  - comatose  levels  of  alcohol 
which  may  lead  to  death  (II)*. 

APPROXIMATE  INTAKE  OF  ALCOHOLIC  BEVER- 
AGES TO  REACH  A GIVEN  BLOOD  LEVEL 

A 12  oz.  bottle  of  beer  (4  percent)  contains  approxi- 
mately the  same  alcohol  content  as  I oz.  of  (86  proof). 
For  an  average  165  pound  individual  tested  within  30-45 
minutes  (empty  stomach)  after  drinking  a minimum  of: 
2 1/2  oz  — 0.05  percent  alcohol  in  blood 
5 oz  — 0.10  percent  alcohol  in  blood 
7 1/2  oz  — 0.15  percent  alcohol  in  blood 
10  oz  — 0.20  percent  alcohol  in  blood 
Other  things  being  equal,  the  greater  the  body  weight, 
and  amount  of  food  in  stomach,  the  larger  (in  rough 
proportion)  must  be  the  alcohol  intake  to  achieve  an 
equal  alcohol  value. 

* - Death  is  not  uncommon.  .4cute  alcoholism  kills  many 
persons  annually  (4). 


Discussion 

The  use  of  alcoholic  beverages  has  been  common- 
place for  many  centuries  and  dates  back  even  to  the 
beginning  of  history.  It  is  no  wonder  that  at  least 
70,000,000  Americans  drink;  it  is  pleasant  to  the 
taste,  and  furthermore  provokes  the  individual  with 
a feeling  of  “well  being”.  It  is  with  reason  that  Osier 
called  it  the  “milk  of  old  age”;  Hiprocrates:  “The 
mistress  of  medicine”;  and  others  the  “liquid  of  life”. 
It  lessens  the  bitterness  of  memories  and  low  spirits, 
and  can  summons  sleep.  It  stimulates  appetite,  is  good 
as  a tranquilizer  (conforts  the  heavy  heart  and  soothes 
anxiety),  and  may  even  lenghthen  life  if  handled  pru- 
dently; providing  one  is  not  killed  in  the  meanwhile 
in  a motor  vehicle  accident. 

It  is  however,  very  sad  when  so  many  people  are 
killed  on  our  highways;  and  that  in  at  least  50  percent 
of  these  fatalities,  alcohol  was  the  prime  factor.  The 
“drinking  driver”  must  in  some  way  be  curbed.  This 
will  not  be  easy.  The  offenders  are  unique,  in  that 
normally  they  are  law-abiding  citizens  and  in  some  ca- 
ses even  of  some  social  status.  Therefore,  an  enter- 
prising defense  is  always  trying  to  discredit  the  scientific 
evidence  in  the  eyes  of  the  court. 

The  presence  of  alcohol  affects  the  driving  ability 
of  any  driver.  There  is  a release  of  restraint  (usual 
inhibitions),  one  feels  “relaxed”  and  is  less  prudent. 
Especially  affected  is  judgement,  mental  alertness,  con- 
centration, sharpness  of  vision,  reaction  time,  and  motor 
coordination.  In  other  words  “one  is  now  unable  to 
respond  to  an  emergency  situation  in  the  same  manner 
as  he  normally  would,  if  not  under  the  influence  of 
alcohol. 

A total  of  451  traffic  deaths  occurred  in  Puerto  Rico 
in  1970.  More  than  50  percent  of  these  fatalities  were 
under  the  influence  of  alcohol  (and  most  of  these  were 
heavy  drinkers).  Pedestrians  outnumbered  driver  deaths 
2 to  I;  and  again  males  by  far  outnumbered  the  females 
“killed”  on  our  highways  (3). 

In  spite  of  past  and  present  efforts,  by  the  National 
Safety  Council,  the  Law  Enforcement  Agencies,  The 
State  and  Federal  Bureaus  of  Highway  Safety,  the 
drinking  driver  is  on  the  increase.  Drinking  to  any 
extent  reduces  the  normal  ability  of  any  driver.  The 
social  drinker  continues  to  be  a menace  on  our  high- 
ways since  his  judgements  is  impaired  even  with  fairly 
low  alcohol  levels. 

It  is  however,  tlie  heavy  (problem)  drinker  who 
continues  to  be  the  cause  of  most  of  our  traffic  deaths 
in  Puerto  Rico  and  in  tlie  United  States  of  America  (3). 
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Summary 

A short  resume  on  “Alcohol  and  its  effects  on  Man 
is  offered  so  that  one  may  have  a clearer  picture  of  its 
action  and  influence  in  traffic  fatalities.* 

This  resumé  includes  absorption,  metabolism  and 
elimination,  general  action,  signs  and  symptoms,  to- 
lerance, chemical  analysis;  synergism  with  other  drugs, 
some  popular  fallacies,  interpretation  of  blood-alcohol 
levels,  and  approximate  intake  of  alcohol  to  reach  a 
given  blood-alcohol  ‘level. 
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HEMODIALISIS  EN  LA  INFANCIA 
Y NIÑEZ  TEMPRANA 


En  el  1960,  Scribner  y asociados  introdujeron  la 
técnica  de  canulación  vascular  permanente  que  per- 
mitió utilizar  hemodiálisis  repetida  y prolongada  en  pa- 
cientes con  enfermedad  renal  crónica  (1).  Desde  enton- 
ces, numerosos  investigadores  han  mejorado  la  calidad  de 
las  membranas  y dializadores,  al  igual  que  las  técnicas 
de  canulación  y hemodiálisis  (2-8).  Sin  embargo,  el 
paciente  pediátrico  presenta  un  problema  técnico  gran- 
de, ya  que  la  mayoría  de  los  sistemas  existentes  son 
difíciles  de  adaptar  al  tamaño  pequeño  y frágil  del  niño, 
y las  vías  de  acceso  a su  circulación  están  limitadas 
por  el  calibre  y poco  caudal  de  sus  vasos.  Este  trabajo 
presenta  nuestra  experiencia  con  hemodiálisis  en  neo- 
natos y niños  pequeños. 

Material  y Métodos 

De  enero  de  1968  a diciembre  de  1970,  39  pacientes  de  edad 
pediátrica  (bajo  15  años)  fueron  dializados  en  esta  unidad. 
Hemos  seleccionado  un  subgmpo  de  6 pacientes  de  edad  tem- 
prana, ya  que  este  sub-gmpo  es  el  que  más  hace  resaltar  los 
problemas  de  tamaño  y fragilidad.  La  edad  fluctuó  entre  las 
cuatro  semanas  y los  seis  años,  y el  peso  entre  los  3.3  y los 
15  kg.  siendo  la  última  cifra  el  b'mite  de  este  estudio.  La 
mayoría  presentó  nefropatías  congénitas  (displasisas  e hipo- 
plasias),  con  excepción  de  un  niño  con  tumor  de  Wilm’s  bila- 
teral (Tabla  I).  Los  pacientes  se  aceptaron  en  el  programa  de 
diálisis  como  candidatos  para  transplante  de  riñón. 

Material  de  canulación:  El  tamaño  tan  diminuto  de  los 
vasos  en  el  infante  nos  ha  hecho  utilizar  materiales  especiales 
en  algunos  casos.  Las  cánulas  vasculares,  hechas  de  Teflon(S^, 
incluyeron  la  No.  18  (diámetro  interno  0.054”,  diámetro 
externo  0.075”  en  la  punta).  No.  19  (D.  1.  0.045”,  y D.E. 
0.065”),  y No.  20(D.L  0.035”,  D.E.  0.050”).  Los  conectores 
de  Silastic®  miden  0.070”  diámetro  interno.  En  el  resto  de  los 
casos,  se  utilizó  el  equipo  regular  de  canulación  de  adultos. 

Técnica  de  canulación;  Al  comienzo  de  estos  estudios,  uti- 
lizamos vasos  “periféricos”  ( comunicaciones  radio-cefálicas,  bra- 
quio-cefálicas,  y tibial-posterior-safena  magna),  seguidas  a veces 
por  canulación  de  vasos  “centrales”  ( arteria  femoral).  Canula- 
ciones  femorales  se  llevaron  a cabo  por  una  incisión  longitudinal 
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en  la  región  inguinal.  Se  expuso  la  arteria  femoral  común  y sus 
ramas  superficial  y profunda,  al  igual  que  la  vena  safena  hasta 
su  entrada  a la  vena  femoral.  Se  escoje  una  de  las  arterias 
principales,  bien  sea  la  o la  profunda,  dependiendo  del  tamaño, 
y se  comunica  ésta  a la  vena  safena  por  medio  de  las  cánulas 
de  Teflon®  y Silastic®.  La  arteria  seleccionada  se  liga  distal- 
mente,  y se  sutura  la  incisión  evitando  compresión  y 'tirantez 
(9)  (Tabla  11). 

Material  de  diálisis:  Evaluamos  los  dializadores  de  tipo  de 
flujo  paralelo  (Alwall-Gambro  Pediatric,  y Mini-D),  al  igual 
que  los  de  tipo  espiral  (coil)  (EDC-30,  EDC-35)  (10).  Modi- 
ficamos los  primeros  para  utilizarse  con  dos  o tres  canales. 
El  volumen  interno  de  estos  dializadores  fue  de  60  a 90  cc, 
incluyendo  los  tubos  de  coneceión.  Se  utilizó  en  este  ástema 
una  bomba  tipo  Sams  para  impulsar  la  sangre  del  paciente  por 
circuito  extracorpóreo,  y otra  para  regular  el  caudal  del  diali- 
zado.  En  los  sistemas  espirales  (coil)  utilizamos  la  máquina 
Travenol  RSP®. 

Técnica  de  diálisis:  El  infante  fue  colocado  en  una  balanza- 
cuna  sensitiva  a 3 gramos,  lo  cual  permitió  la  observación 
constante  de  las  fluctuaciones  en  peso.  Un  calentador  con  ter- 
mostato mantuvo  la  temperatura  constante.  Un  electrocardió- 
grafo, osciloscopio,  termómetro,  alarma  respiratoria  y una  chu- 
peta humedecida  con  agua  de  azúcar  completaron  el  sistema. 

* - Quinton  Instruments,  Seattle,  Washington. 

Durante  la  diálisis  se  mantuvo  el  caudal  sanguíneo  a un  máximo 
estando  éste,  limitado  tan  sólo  por  el  tamaño  de  la  fístula  y por 
los  cambios  en  volumen.  La  velocidad  de  infusión  de  líquidos 
se  ajustó  constantemente,  y de  acuerdo  a los  cambios  en  peso. 
Los  líquidos  usados  incluyeron  manitol,  salina,  y sangre,  según 
lo  indicara  el  hemograma.  La  concentración  de  glucosa  en  el 


TABLA  I: 

MATERIAL  CLINICO 

Paciente 

Peso 

Edad 

Diagnóstico 

WA 

3.3  kg 

3 semanas 

Displasia  renal 

AF 

4kg 

10  semanas 

Nefritis  congénita 

SJ 

9kg 

4 años 

Hipoplasia 

CT 

13  kg 

4 años 

Post-transplante  (Dis- 

plasia) 

LE 

14  kg 

6 años 

Displasia 

RR 

15  kg 

4 años 

Wilm’s  bilateral 
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TABLA  II:  CANULACIONES 


Paciente 

Canulación 

Sobrevida 

Número  de  Diálisis 

Remoción  por; 

WA 

Braquio-Cefálica  IZQ 

6 días 

1 

Coágulo 

Braquio-Cefálica  DER 

4 días 

1 

Coágulo  y sangría 

Femoral  Sup.  - Safena 

10  días 

2 

Transplante 

AF 

Femoral  Prof.  - Safena 

2 meses 

29 

Transplante 

SJ 

Tibial  -Safena 

3 semanas 

8 

Transplante 

CT 

Femoral  Prof.  - Safena 

3 semanas 

9 

Muerte  ( sepsis) 

LF 

Femoral  Prof.  - Safena 

6 semanas 

18 

Transplante 

RR 

Radio-Cefálica 

Idía 

1 i 

Coágulo 

Tibial-Safena 

5 meses 

59' 

Transplante 

TABLA  III:  SOBREVIDA  Y COMPLICACIONES 

Tipo 

Número 

Número  de  Número  de  Episodios 

Infecciones  Coagulación 

Número  Episodios 
Isquemia 

Número  de  Cánulas  Funcio- 
nales durante  el  Período 
Completo 

Femorales 

4 

1 0 

1 

4 

Periféricas 

5 

1 4 

0 

2 

baño  se  mantuvo  proporcionalmente  alta  (usualmente  450- 
680  mg  por  ciento)  para  evitar  cambios  de  osmolaridad.  La 
duración  de  la  diálisis  dependió  del  estado  del  paciente,  su  hi- 
dratación,  grado  de  azotemia,  electrolitos,  etc;  y la  frecuencia, 
a base  de  la  respuesta  del  paciente  individual  (BUN,  creatinina 
y electrolitos). 

Trombosis;  De  ocurrir  trombosis  en  la  cánula  intentamos 
de  inmediato  su  limpieza  por  medio  de  sondeo  con  solución 
salina  heparinizada,  o utilizando  catéteres  de  tipo  Fogarty. 
En  caso  de  ser  infructuoso,  obtuvimos  un  angiograma  por 
ambas  vías,  arterial  y venosa  (“shuntogram”),  y al  localizar 
el  coágulo  reposicionamos  la  cánula  afectada  en  un  lugar  proxi- 
mal a la  obstrucción. 

Resultados 

Los  seis  pacientes  han  sido  transplantados,  terminan- 
do así  el  manejo  de  diálisis. 

Canulaciones:  Todas  las  fístulas  femorales  funciona- 
ron durante  el  período  de  diálisis,  mientras  que  el  60 
por  ciento  de  los  “shunts”  periféricos  fueron  removidos 
debido  a complicaciones  (Chi-Square,  P < 0.1).  La  com- 
plicación más  frecuente  y exasperante  fue  la  trombosis 
de  la  cánula,  la  cual  ocurrió  en  4 de  las  5 fístulas  peri- 
féricas. Infección  severa  en  la  región  inguinal  ocurrió 
en  un  paciente  con  una  cánula  femoral,  y uno  de  los 


neonatos  sufrió  un  episodio  de  isquemia  transitoria  de 
la  pierna  (Ver  Tabla  III). 

Diálisis:  La  duración  promedio  de  las  diálisis  fue  de 
4 horas,  con  límites  de  3 a 6 horas.  De  los  pacientes 
más  pequeños,  el  infante  W.  A.  (3.3  kg)  fue  dializado 
4 veces  sin  complicación, y A.  F.  (4  kg)  se  dializó  29 
veces  hasta  el  momento  de  su  transplante,  también  sin 
complicación.  No  observamos  convulsiones  durante  o 
después  de  la  diálisis,  y la  osmolaridad  en  suero  fluctuó 
entre  285  mOsm  y 291  mOsm.  En  cuanto  a la  eficien- 
cia de  los  distintos  dializadores,  obtuvimos  depuracio- 
nes de  urea  y creatinina  relativamente  bajas  en  compa- 
ración con  las  eficiencias  usuales  (Tabla  IV). 

Discusión 

A pesar  de  los  adelantos  recientes  en  materiales  y 
tecnología,  la  diálisis  en  el  infante  continúa  siendo 
difícil.  El  tamaño  pequeño  de  los  vasos  sanguíneos 
impone  la  mayor  limitación.  Por  esta  razón  algunos 
investigadores  utilizan  la  diálisis  peritoneal  en  niños 
(II).  Hemos  abordado  este  problema  de  acceso 
vascular  de  dos  maneras:  modificando  el  tamaño  de 
las  cánulas,  y utilizando  otras  vías  no-periféricas  de 
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TABLA  IV:  EFICIENCIA  DE  LOS  DIFERENTES  DIALIZADORES 


Alwall- 

Gambro  Ped 
(3  canales) 

Mini-D 
( 3 eanales) 

Mini-D 
(2  eanales) 

EDC-30 

EDC-35 

Flujo  Sanguíneo 
ce/min(  1,2) 

160 

45 

80 

28.7 

160 

45 

160 

45 

Depuración  BUN 
cc/min 

28.2 

17.2 

49.9 

23.4 

— 

28.0 

46.8 

25.0 

Depuración 

Creatinina 

ec/min 

27.4 

14.1 

35.7 

20.2 

25.6 

17.9 

26.2 

23.0 

1)  El  caudal  del  dializado  se  mantuvo  constante  en  100  ccjmin. 

2)  Número  de  experimentos  variable.  Valores  son  las  medianas. 


acceso.  Los  vasos  periféricos  son  de  un  calibre  tan 
pequeño  que  el  caudal  es  limitado,  de  lo  cual  resulta 
la  obstrucción  frecuente  por  coágulo.  Es  por  ello 
que  preferimos  la  canulación  de  vasos  mayores,  y en 
especial  los  vasos  femorales.  Destacó  en  estos  la 
ausencia  de  trombosis  y de  complicaciones  isquémi- 
cas, al  igual  que  su  larga  sobrevida.  El  número  mayor 
de  infecciones  se  puede  atribuir  a la  proximidad  con 
el  área  perineal  y,  por  consiguiente,  la  dificultad  de 
mantener  una  condición  aséptica  en  esta  área. 

El  problema  de  volumen  del  sistema  extracorpóreo 
se  ha  abordado  disminuyendo  el  tamaño  del  dializador, 
y el  de  la  tubería  correspondiente  (12).  La  depuración 
baja  de  urea  y creatinina  se  puede  explicar  en  parte  por 
la  disminución  del  volumen,  el  área  de  superficie,  y el 
caudal  tan  bajo  al  cual  se  dializaron  los  infantes  (ver 
Tabla  IV).  A pesar  de  estos  factores  negativos,  juzga- 
mos que  los  resultados  clínicos  han  sido  adecuados. 
Por  esto  entendemos,  el  mantener  el  paeiente  vivo, 
con  azotemia  controlada,  electrolitos  en  equilibrio, 
estabilidad  en  su  peso,  y buen  apetito  hasta  el  momen- 
to de  su  transplante. 

Resumen 

Seis  niños  e infantes  entre  las  edades  de  3 semanas 
a 6 años  y pesando  de  3.3  kg  a 15  kg,  fueron  dializados 
en  la  Unidad  de  Diálisis  de  la  Universidad  de  Minnesota 
entre  1968-1970.  Las  dificultades  principales  lo  fueron 
el  calibre  y caudal  de  los  vasos  sanguíneos,  asi  como  el 
volumen  interno  del  dializador.  Se  utilizaron  cánulas 
especiales  eon  diámetros  pequeños,  y vías  de  acceso 
poco  frecuentes,  incluyendo  las  arterias  femoral  y bra- 


quial.  Las  canulaciones  femorales  se  mantuvieron 
funcionando  por  más  tiempo  y con  menos  episodios 
de  trombosis.  El  equipo  de  diálisis  se  modificó  para 
aceptar  un  volumen  extracorpóreo  más  pequeño.  Los 
caudales  obtenidos,  al  igual  que  la  depuración  de  urea  y 
de  creatinina  fueron  relativamente  bajos.  Sin  embargo, 
los  resultados  fueron  clínicamente  satisfactorios. 
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OPEN  INTRAMEDULLARY  NAILING 
OF  FEMORAL  SHAFT  FRACTURES 


E.  Bias  Ferraiuoli,  MD,  FACS,  DABS 


The  great  boom  in  the  construction  industry, 
the  progressive  mechanization  and  the  steadily  in- 
creasing frequency  of  automobile  and  motorcycle  ac- 
cidents have  contributed  in  increasing  the  number  of 
injuries  to  the  lower  extremities. 

Fractures  of  the  femoral  shafts  constitute  a signi- 
ficant proportion  of  these  injuries.  As  most  of  this 
type  of  fractures  occur  in  persons  who  are  in  their 
second  and  third  decades  of  life,  the  socio-economic 
aspects  of  these  injuries  take  on  an  increase  significance. 
Persons  with  such  fractures  generally  have  a significant 
period  of  hospitalization  and  prolonged  disability. 

Open  intramedullary  nailing  is  the  best  method  of 
treatment  in  adequately  selected  cases  in  the  treatment 
of  femoral  fractures.  Furthermore  it  minimizes  hospital 
expenses,  provides  early  ambulation  and  allows  the 
patient  to  return  home  and  to  gainful  employment. 

History 

Intramedullary  nailing  of  femoral  shaft  fractures  was 
first  introduced  by  Hey-Groves  in  1918  and  later  popu- 
larized by  Kunstcher  (1940  and  1958),  Bohler  (1951), 
Street  (1951)  and  Lottes  (1953).  Kunstcher  advocated 
the  blind  nailing  technique.  Review  of  the  literature  re- 
veals some  dissatisfaction  with  this  method  because  ap- 
parently there  was  no  uniform  technical  procedure. 
Chromic  osteitis,  non-union,  delayed  union  are  sequelae 
frequently  reported  after  intramedullary  nailing.  Chau- 
ritzen  (1949),  Palmer  (1951),  Dencker  (1956)  reviewing 
the  results  of  different  methods  of  treatment  of  femoral 
fractures  of  the  shaft  in  Swedish  hospitals  from  1952 
to  1954  concluded  that  although  many  of  the  nailed 
fractures  did  quite  well,  the  rate  of  complications  was 
so  high  that  conservative  treatment  with  traction  should 
be  given  preference  in  routine  work  in  surgical  wards. 
The  introduction  of  the  solid  diamond  shaped  nail 
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by  Street  in  1951,  and  its  modification  of  a double 
threaded  end,  combined  with  the  principle  of  reaming 
(Fig.  1)  out  the  medullary  canal  (Kunstcher  1958),  have 
given  such  encouraging  results  as  to  be  accepted,  as  the 
best  standard  technique  in  the  selected  cases  of  femoral 
fractures. 

To  the  author  belongs  the  honor  of  using  the  Street 
Nail  for  the  first  time  in  Puerto  Rico  in  1952,  on  a 72 
year  old  patient  with  a pathological  femoral  fracture. 

A total  of  161  cases  of  fracture  of  the  femur  ad- 
mitted to  the  combined  Orthopedic  and  Fracture  Ser- 
vices (from  1952  to  1968)  of  the  Veterans  Administra- 
tion Hospital  and  the  Industrial  Hospital  of  tlie  State 
Insurance  Fund  were  analyzed. 

Forty-eight  (48)  were  treated  by  conservative  me- 
thods with  skeletal  suspension  balanced  traction  on  a 
Thomas  Splint  with  a Pearson  attachment.  In  several 
patients  traction  was  supplemented  by  walking  plaster 
hip  Spica.  Immobilization  in  the  conservatively  treated 
group  ranged  from  (10  to  12  weeks). 

Open  Intramedullary  Nailing 

One  hundred  thirteen  (113)  - (70.29  percent)  cases 
were  treated  by  open  nailing  by  the  retro-grade  tech- 
nique of  (Street  1951).  The  average  length  of  the  dia- 
mond shaped  nail  used  varied  from  38  cm.  to  42  cm. 


Fig.  1.  Ferraiuoli’s  Reamers  (1954). 
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and  9 mn  to  1 mn  in  diameter.  No  follow  up  considered 
adequate  until  the  patient  has  been  examined  at  ap- 
propriate intervals  period  of  at  least  one  year.  The  age 
of  the  patients  varied  from  22  to  72,  the  average  36. 

Site  of  Fractures 

The  mid  three  fifth  of  the  femur  was  the  site 
of  the  majority  of  fractures,  since  the  frontal  plane 
of  the  upper  end  of  the  femur  is  fixed  at  the  hip  and 
the  lower  end  at  the  knee,  so  that  the  external  force 
exerts  its  greatest  stress  in  the  midway  between.  Con- 
tracture of  the  thigh  muscles  causes  immediate  defor- 
mity which  usually  is  a combination  of  overriding, 
angulation,  lateral  displacement  and  rotation.  Fractures 
in  this  area  was  observed  in  56  cases  - (78.2  percent). 

Fracture  in  tbe  proximal  third  of  tlie  femur  was  ob- 
served in  48  cases  (24.8  percent)  fractures  of  the  pro- 
ximal (1/3)  third  of  the  femur  the  pull  of  the  pyrifor- 
mis,  gemelli,  obsturators  and  quadratus  rotates  the 
proximal  fragment  outwards.  Open  operation  is  the 
method  of  choice. 

Fractures  of  the  distal  third  was  observed  in  nine 
(9)  cases.  In  this  location  the  fracture  is  influenced 
by  the  structures  crossing  the  knee  joint.  The  gastro- 
cnemius pulls  die  distal  fragment  posteriorly.  A large 
hematoma  or  efftision  in  the  suprapatellar  puch  also 
displaces  the  fragment  posteriorly.  Rotation  of  the 
fragment  is  difficult  to  maintain  after  intramedullary 
nailing,  but  this  is  accomplished  using  a short  leg 
cast  with  a crossbar  with  the  leg  in  mild  internal 
rotation  as  recommended  by  the  author. 

If  immobilization  fails  with  an  intramedullary  nail 
internal  fixation  by  two  Rush  Pins  is  dode  as  recom- 
mended by  J.  S.  Speed  (6).  Fractures  in  this  zone  was 
the  least  and  was  observed  in  (9)  cases  - (8  percent). 

TABLE  I:  FEMORAL  SHAFT  FRACTURES 


Total  Number  of  Cases 

Nailing 

Skeletal  Suspension  = Spica 

161 

113 

48 

70.29  percent 

29.1  percent 

TABLE  II: 

TYPE  OF  FRACTURES 

Closed 

101 

89  percent 

Open 

12 

11  percent 

Total 

113 

TABLE  III:  NAILING  FRACTURE  SITE 


Mid  shaft 

56 

49.4  percent 

Proximal  Third 

48 

42.7  percent 

Distal  Third 

9 

7.9  percent 

TABLE  IV:  POST  OPERATIVE 
CATIONS 

COMPEL 

Supra-Trochanteric  Bursitis 

Common 

Fat-Embolism 

0 

Deep  Venous  Thrombosis 

4 

Breaking  of  Nail 

2 

Residual  Joint  Stiffness 

16 

Retrograde  Migration  of  the  Nail 

7 

Shortening  of  the  Leg 

Wound  Infection 

6 

Compound 

10 

Clean 

Non-Union 

1 

(With  Primary  Graft) 

3 

Delayed  Union 

7 

Death  = Age  62 

1 

Types  of  Fracture  Best  Fitted  for  Nailing 

Which  types  of  femoral  shaft  fractures  should  be 
treated  by  open  intramedullary  nailing?  Most  sur- 
geons agree  that  tbe  transverse  and  short  obliques 
fractures  are  the  best  suited  for  nailing  (Bobler  and 
Bobler)  1949  (1)  - Kunstcher  1965,  Wincbkstron  (1967) 
(5).  In  my  experience,  slight  comminution  of  the 
fracture  is  no  contraindication.  Segmental  fractures  (Fig. 
2)  are  easily  handled  by  nailing.  In  fractures  with  severe 
comminution  skeletal  traction  is  the  procedure  of 
choice;  supplemented  by  walking  Spica  six  weeks 
after  the  injury.  In  cases  associated  with  multiple 
injuries,  brain  injuries,  traumatic  paraplegia  and  bums 
involving  the  lower  extremities,  nursing  problems  are 
greatly  reduced  by  medullary  fixation  of  tbe  femoral 
shaft  fractures. 

Proper  Time  for  Nailing 

Opinions  diverge  regarding  the  proper  time  of  nail- 
ing. Chouhley  and  Guindi  (1961)  reported  in  their 
experience,  delayed  fixation  of  the  fracture  lowered 
the  incidence  of  delayed  union  from  25  percent  to 
7 percent.  Analysis  in  this  series,  however,  does  not 
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Fig.  2.  Segmental  Fracture. 


reveal  any  clear  difference  between  early  and  delayed 
fixation  of  the  fracture,  provided  the  delayed  fixation 
is  accompanied  by  bone  grating  at  the  time  of  surgery. 

Pre-Operative  Treatment 

1.  On  admission  of  the  patient  to  the  hospital,  the 
leg  is  adequately  splinted  and  X-rays  of  the  leg  and  chest 
are  taken. 

2.  The  leg  is  placed  in  Buck’s  traction. 

3.  Routine  laboratory  work  including  blood  typing, 
uric  acid,  NPN,  blood  glucose  and  prothrombin  time 
is  requested. 

4.  EKG’s  are  taken  routinely  to  rule  out  any  myo- 
cardial contusion. 

5.  Length  of  the  nail  is  determined  by  measuring 
the  length  of  the  femur  in  the  normal  leg. 

6.  GOE  endotracheal  anesthesia  is  used;  when  spinal 
is  not  indicated. 

7.  Patient  is  placed  on  lateral  prone  position  with  the 
body  at  the  edge  of  the  table,  the  good  leg  resting  on  the 


table  partially  flexed.  The  position  is  maintained  with 
adhesive  tape  and  a board  to  support  the  arm. 

8.  Dextran  or  a unit  of  blood  is  given  to  the  patient 
during  the  preparation  and  manipulation  of  the  injured 
leg. 

9.  The  leg  is  prepared  and  adequately  draped,  leaving 
it  free  for  manipulation  during  the  procedure. 

Technique 

1.  A lateral  incision  is  made  incising  the  fascia  lata 
over  the  point  of  maximum  angulation.  The  vastus 
lateralis  is  split  at  the  site  of  rupture  along  the  length 
of  its  fibers. 

2.  The  proximal  segment  is  exposed  by  subperiostel 
dissection. 

3.  The  narrow  cavity  is  reamed  with  9 and  11  mm. 
reamers  - (Fig.  1). 

4.  The  selected  solid  diamond-shaped  nail  (Street) 
is  inserted  retrograde  in  the  proximal  segment  and  driven 
externally  over  the  greater  trochanter  at  the  gluteal 
area. 

5.  The  fracture  is  reduced  and  the  position  is  main- 
tained while  the  nail  is  driven  past  the  fracture  into  the 
distal  fragment  down  to  the  upper  pole  of  the  patella. 

6.  Lateral  X-ray  views  are  taken  of  the  knee  and  the 
hip  to  visualize  the  position  of  the  nail.  Cancellous 
bone  chips  obtained  from  the  iliac  crest  are  used  if  the 
treatment  has  been  delayed  because  of  the  condition 
of  the  patient  to  prevent  non  or  delayed  union  of  the 
fracture. 

7.  The  wounds  are  closed  in  layers  using  chromic 
00  for  the  fascia  and  wire  for  the  skin. 

8.  A dressing  is  applied,  and  a short  leg  cast  with  a 
cross  bar  is  applied  to  the  leg  to  avoid  rotation  and  kept 
for  three  (3)  weeks  with  the  knee  flexed  25  . 

Post-Operative 

1.  Antibiotics  given  - 1,000,000  of  Penicillin  if  not 
allergic  and  .5  gm.  of  Streptomycin  daily  until  tempera- 
ture is  normal. 

2.  All  elderly  patients  are  provided  with  an  indwell- 
ing catheter  first  72  hours. 

3.  Complete  blood  count  is  repeated  the  third  day 
and  blood  replaced  if  indicated. 

4.  Anticoagulant  are  used  as  indicated. 

5.  Ambulation  in  a wheel  chair  is  permitted  the  third 
day. 

6.  Quadriceps  setting  exercises  and  passive  motion 
of  the  knee  started  at  the  second  post-operative  day. 

7.  The  short  leg  cast  is  removed  by  the  third  week. 
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Fig.  4.  Delayed  union. 


and  crutches  are  provided.  No  weight  bearing  is  per- 
mitted until  callous  is  seen  by  X-rays. 

8.  X-rays  are  repeated  at  six  (6)  weeks  and  follow-up 
in  the  outpatient  clinic,  until  the  fracture  line  is  obli- 
terated. (Healing  usually  is  observed  at  the  end  of  10 
to  12  months). 

Complications 

The  complications  usually  reported  by  different 
authors  Chauritzen,  Palmer,  Dencker  have  been  analyzed 
in  this  serie  (5). 

Among  this  complication  are  included  the  following: 

1.  Supratrochanteric  Bursitis-common 

2.  Fat  embolism—  -0 

3.  Deep  venous  thrombosis  — -4 

4.  Breaking  of  the  nail  — -2 

5.  Residual  joint  stiffness  (knee)  — -6 

6.  Retro-grade  migration  of  the  nail  — -7 

7.  Shortening  of  the  leg  — -6  (5/8”  to  1 l/2‘’) 

8.  Wound  infections  (10)  (See  explanation)  — 1 clean 


9.  Non  union  (Fig.  3)  — -9  compound 

lODelayed  union  (7) 3 cases  (with  primary  graft) 

(Fig.  4) 

llJDeath  — -1  (Pulmonary  embolus-age  (62)  secondary 
to  thrombophlebitis  of  the  normal  leg). 

Supra-Trochanteric  Bursa 

Formation  of  a calcified  bursa  in  the  suprachonteric 
region  of  the  tip  of  the  nail  was  the  most  frequent 
complication  observed  with  this  same  discomfort  and 
restriction  in  hip  motion.  This  discomfort  subsided 
when  the  nails  were  removed. 

Fat  Embolism: 

None  occurred  in  our  group. 

Deep  Venous  Thrombosis  of  the  Leg: 

Occurred  in  four  (4)  young  patients. 

Breaking  of  Nail: 
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On  nail  1 1 mm.  broke  and  one  nail  bent  as  a result 
of  a secondary  injury  five  years  after  insertion  without 
fracturing  the  femur. 

Residual  Joint  Stiffness: 

The  range  of  movement  at  the  hip,  knee  and  ankle 
was  measured  as  compared  to  the  nonnal  leg. 

a.  The  range  of  motion,  at  the  hip  was  good  in  all 

cases  analyzed  after  the  nails  were  removed. 

b.  Limitation  in  motion  at  the  knee 

1.  Excellent-full  extension  and  loss  of  flexion 
less  than  10  (63). 

2.  Good-loss  of  flexion  - 15°  (27) 

3.  Poor-loss  of  flexion  up  to  90°. 

Retrograde  Migration  of  Nail: 

This  was  observed  in  seven  (7)  cases  after  the  pa- 
tients were  ambulatory.  Reinsertion  was  done  by 
closed  method  under  anesthesia. 


Shortening: 

Shortening  of  the  leg  more  than  2 cm.  was  seen 
in  six  (6)  cases  associated  with  fractures  with  commi- 
nution. 


Wound  Infections: 

One  clean  case  had  a superficial  wound  infection. 

In  cases  witli  open  fractures  where  the  nailing  was 
postponed  until  the  wound  healed  - (3)  became  in- 
fected. In  six  (6)  cases  with  extensive  soft  tissue 
injuries  and  denuded  bone  fragments  the  nailing  was 
performed  the  same  day  after  appropriate  care,  (3) 
became  infected,  but  responded  to  antibiotics.  One 
developed  a chronic  sinus  for  eight  (8)  months,  which 
disappeared  after  removal  of  a small  sequestrum  in  the 
marrow  cavity  (Fig.  5). 


Union  and  Non-Union  (3): 

In  the  nailed  fractures,  tlie  time  of  solid  union  is 
hard  to  determine  by  ordinary  clinical  methods  be- 
cause in  all  patients  the  fracture  is  rendered  stable  by 
the  heavy  intramedullary  nail. 

Healing  has  to  be  followed  by  progressive  X-rays 
studies  to  determine  callous  fonnation  and  oblitera- 
tion of  the  fracture  line.  Persistent  localized  pain  is 
usually  a sign  of  delayed  union  or  non-union.  Seven 
(7)  cases  were  reported  in  this  series. 

Three  (3)  cases  treated  by  delayed  nailing  because 
associated  multiple  injuries  (ruptured  spleen,  ruptured 
bowel  and  brain  trauma)  resulted  in  non-union  in  spite 
of  primary  bone  grafting.  No  non-union  was  observed 


Fig.  5.  Chronic  Sinus. 


in  transverse  or  oblique  fractures. 

Discussion 

Operative  reduction  and  open  intramedullary  nailing 
of  a long  bone  as  the  femur  invariably  affects  tlie 
vascularization  of  the  fractured  area.  Experiments 
by  Trueta  and  Cavadias  (1955-1964)  (7)  have  shown 
that  the  inner  two-tliirds  of  the  cortex  is  nourished 
by  the  branches  of  the  medullary  arteries;  whereas  the 
outer  third  of  the  cortex  obtains  its  blood  supply  from 
tlie  periosteal  vessels.  Severance  of  the  medullary'  ves- 
sels does  not  result  in  nutritional  changes  in  the  cortex 
because  reactive  activation  of  the  periosteal  vessels 
compensates  for  the  severed  medullary  system.  (Kunt- 
scher-1964)  claimed  that  if  the  fixation  was  rigid  the 
process  of  bone  repair  was  converted  into  a direct  bone 
fonnation  between  tlie  fragments  (3). 

It  is  obvious  tliat  in  analyzing  any  series  of  open 
intramedullary  nailing  of  the  femur  the  first  reports 
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should  not  be  compared  with  later  reports,  because 
in  the  beginning  unsuitable  nails  and  faulty  equipment 
caused  numerous  technical  difficulties  and  led  to  high 
percentage  of  failures  and  complications. 

Summary 

1.  A total  of  161  fractures  of  the  femur  were  re- 
viewed. 

2.  Of  this,  one  hundred  thirteen  (113)  cases  were 
treated  by  Retrograde  Intramedullary  Nailing  using 
the  solid  diamond  shaped  nail  (Street). 

3.  The  fractures  were  sustained  in  industrial  and 
traffic  accidents. 

4.  Eighty-nine  percent  were  closed  and  eleven  (11) 
percent  were  considered  open. 

5.  The  technique  is  described  in  detail. 

6.  All  fractures  united  within  10  to  12  months 
after  the  accidents. 


Fig.  6.  Solid  union  & graft. 


7.  Functional  results  are  assessed  on  the  basis  of 
residual  joint  stiffness. 

8.  Delayed  nailing  was  always  supplemented  with 
hone  grafting  (Fig.  6). 

y.  Complications  are  outlined  and  discussed.  One 
death  occurred  in  our  series. 

lO.lntramedullary  Nailing  is  the  best  method  in  the 
treatment  selected  cases  of  femoral  fracUires  — (trans- 
verse, short  - oblique  and  segmental  fractures). 

11. The  use  of  intramedullary'  nail  provides:  (1) 
early  ambulation  - (2)  shorter  hospital  stay  - (3)  ac- 
curate position  and  alignment  of  fragments  with  less 
shortening,  fewer  complication  and  sequelae;  and  less 
residual  joint  stiffness. 

12Jt  minimizes  hospital  expenses  and  allows  the 
patient  to  return  home  and  to  gainful  employment. 
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Note  of  Arbiter: 


I consider  this  article  to  be  of  some  value  to  tlie 
General  Practitioner  and  to  those  physicians  who  rarely 
encounter  patients  with  fractures  of  the  femur.  The 
article  is  of  limited  value  to  the  orthopedic  surgeon 
nor  to  the  trauma  surgeon  because  there  is  no  one 
best  method  of  management  of  the  wide  variety  of 
femoral  shaft  fractures. 

Those  surgeons  who  advocate  intramedqllary  nailing 
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of  selected  femoral  shaft  fractures  as  the  best  method 
of  treatment  are  no  less  vocal  nor  less  entlmsiastic  than 
those  surgeons  who  advocate  other  methods  of  internal 
fixation  i.e.  double  plating;  plate  and  intramedullary 
nail;  intramedullary  nail  with  supplemental  fixation  by 
screws  or  encircling  wires  as  Parham  bands;  — each  group 
of  surgeons  can  relate  statistical  support  for  tire  method 
they  advocate. 

In  general,  intramedullary  nailing  is  an  excellent 
method  of  obtaining  and  maintaining  femoral  length 
and  alignment.  It  does  not  always  maintain  correction 
of  rotational  deformity. 

The  goals  of  operative  management  of  any  fracture 


by  any  method  are: 

1.  Obtain  anatomic  reduction  of  the  fracture. 

2.  Maintain  this  anatomic  reduction  of  tlie  fracture 
until  osseous  union  and  structural  remodelling  are  com- 
plete. 

3.  Maximal  restoration  of  function  of  the  involved 
extremity  m the  shortest  possible  time  with  the  least 
risk  or  danger  to  the  patient. 

Any  method  of  fracture  management  that  fulfills 
these  requirements  can  well  be  proclaimed  as  the  best 
method  of  treatment  for  that  particular  fracture  in  that 
particular  patient. 


EDITORIAL 


_LASCORONARLMlJyy^iiDAD  ACTUANTE  _ 

Los  adelantos  técnicos,  nutridos  por  hallazgos  científicos,  son  los  verdaderos  iconoclastas  de  cual- 
quier disciplina,  y aniquilan  por  su  validez,  los  prejuicios,  patrones  de  conducta  y pensamiento  fosi- 
lisado  que  temporeramente  obstaculiza  el  verdadero  progreso.  Puerto  Rico  y la  medicina  no  son 
excepciones  a la  regla.  Tampoco  los  son  la  hemodinamia  cardiopulmonar  ni  la  cirugía  cardíaca. 

Con  el  advenimiento  de  la  arteriografía  coronaria,  producto  del  ingenio  de  Sones,  Gensini,  Amplats 
y Judkins  se  inició  en  diferentes  lugares  de  Norte  América  la  evaluación  necesaria  para  el  éxito  de  la 
cirugía  de  las  arterias  coronarias.  Ya  anteriormente,  en  Canadá,  el  pionero  Vineberg,  advocaba,  con 
solamente  la  firmeza  de  sus  convicciones,  la  corrección  quirúrgica  de  la  insuficiencia  coronaria  median- 
te el  implante  intramural  de  la  arteria  mamaria  interna.  Cierto  es  que  tal  procedimiento  lleva  sangre 
adicional  al  corazón  isquémico;  pero  no  es  suficiente.  Aunque  la  contracción  cardíaca  del  corazón 
así  suplido  continúa  indefinidamente  durante  circulación  extracorpórea  mientras  no  se  ocluya  el 
implante  mamario,  estudios  posteriores  demostraron  que  el  caudal  aportado  por  esta  arteria  no  sobre- 
pasa 20  ml/min  en  la  mayoría  de  los  casos. 

A la  prédica  solitaria  del  profeta  suele  seguir  el  desbordamiento  del  entusiasmo  de  sus  seguidores. 
Así,  no  fueron  pocos  quienes  convencidos  finalmente  por  Vineberg,  y al  apreciar  la  facilidad  con  la 
cual  era  posible  restituir  la  luz  de  las  arterias  coronarias  o sobreponerse  a las  obstrucciones  arteriales 
con  desvío  por  injerto  venoso,  se  dedicaron  a intervenir  quirúrgicamente  obstrucciones  significativas 
demostrables  angiográficamente  en  las  arterias  coronarias  accesibles  a la  cirugía.  Básicamente  se  con- 
sideraron buenos  candidatos  aquellos  pacientes  con  angina  típica  sin  mejoría  a tratamiento  médico 
instituido  durante  un  período  de  tiempo  razonable;  aquellos  con  angina  persistente  acompañada  de 
cambios  isquémicos  por  electrocardiograma;  y aquellos  con  evidencia  de  infartos  previos  y desarrollo 
de  angina  persistente  con  o sin  cambios  electrocardiográficos.  Se  publicaron  resultados  halagadores. 

Eventualmente  se  impuso  el  método  científico.  Los  resultados  del  re  estudio  de  estos  pacientes 
operados  durante  los  últimos  dos  o tres  años  forzó  un  cambio  de  actitud  hacia  el  problema.  No  sólo 
la  evaluación  de  los  resultados  obtenidos  es  sujeto  actualmente  a una  revisión  más  crítica,  sino  tam- 
bién la  selección  de  los  pacientes.  Por  ejemplo,  estudios  recientes  han  demostrado  que  en  algunos 
casos  el  injerto  venoso  comparte  con  las  arterias  coronarias  el  mismo  proceso  oclusivo  producido  por 
arteriosclerosis.  Algunos  han  informado  una  incidencia  de  oclusión  del  injerto  venoso  ascendente 
a entre  quince  y veinticinco  por  ciento  algunos  años  después  de  la  operación.  Por  otro  lado,  otros 
estudios  demostraron  el  beneficio  inigualable  de  la  operación  en  aquellos  casos  donde  la  manifestación 
exclusiva  de  la  enfermedad  era  angina  o isquemia  probada  electrocardiográficamente.  En  cambio, 
si  con  angina  hay  disminución  significativa  en  la  función  cardíaca,  los  resultados  quirúrgicos  no  son 
favorables.  Al  considerar  estos  casos  resulta  beneficioso  utilizar  el  ventriculograma  y con  planímetro 
medir  la  fracción  de  expulsión,  lo  cual  refleja  en  forma  aceptable  la  función  cardíaca.  Si  esta  fracción 
es  menos  de  quince  por  ciento,  los  resultados  quirúrgicos  pueden  ser  adversos,  la  mortalidad  asciende 
a más  de  cincuenta  por  ciento.  Cuando  la  cirugía  tiene  que  corregir  aneurismas  o segmentos  aqui- 
néticos  o disquinéticos  del  miocardio  la  mortalidad  aumenta. 
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Estadísticas  recientes  apuntan  claramente  la  necesidad  de  llevar  a cabo  cirugía  para  insuficien- 
cia residual  de  las  arterias  coronarias  tres  meses  o más  después  de  un  infarto  agudo,  de  otra  manera 
la  mortalidad  es  prohibitiva.  Paradójicamente,  pacientes  con  infartos  agudos  acompañados  con 
“shock”  irreversible,  han  sido  intervenidos  después  de  instituir  circulación  extracorpórea  y proceder 
con  arteriografía  coronaria.  Tal  procedimiento  se  ha  logrado  con  premura  en  algunos  centros  cul- 
minando en  resultados  favorables;  cuando  el  tratamiento  médico  usual  en  estas  circunstancias  se 
asocia  con  una  mortalidad  de  ochenta  y pico  por  ciento. 

En  cambio,  no  es  raro  encontrar  obstrucción  asintomática  de  cincuenta  por  ciento  o más  de  la 
luz  de  una  arteria  coronaria  durante  angiografía  incidental  a un  cateterismo,  por  ejemplo,  para 
enfermedad  valvular  aórtica.  En  estos  pacientes  debe  considerarse  su  tratamiento  como  la  expresión 
del  balance  en  la  proporción:  “grado  de  obstrucción  de  la  arteria  coronaria  sobre  resultados  adversos” 
y obtener  prueba  que  incline  tal  proporción  a favor  o en  contra  de  cirugía.  En  esto  juega  un  papel 
importante  las  pruebas  de  ejercicio,  usando  como  criterio  la  estimulación  submáxima. 

Por  último,  es  importante  saber  que  existen  pacientes  con  angina,  isquémia  o infarto  sin  obstruc- 
ción coronaria  demostrable.  La  arteriosclerosis  afecta  las  ramas  superficiales  de  las  arterias  corona- 
rias, precisamente  aquellas  que  más  claramente  quedan  demostradas  con  arteriografía.  En  diabetes, 
las  ramas  afectadas  son  las  distales,  aquellas  no  visibles  por  la  técnica  disponible  en  la  actualidad. 
Hay  que  considerar  otros  factores  que  aúnno  han  recibido  suficiente  estudio,  tales  como  afinidad 
o dificultad  extrema  en  la  disociación  del  complejo  oxígeno-hemoglobina,  niveles  circulantes  de 
catecolaminas  y tiroxina,  factores  a nivel  celular  en  las  mitocondrías,  y nivel  de  descargas  autonó- 
micas simpáticas,  factores  todos  capaces  de  afectar  adversamente  la  razón  “demanda  sobre  suplido 
de  oxígeno  a nivel  celular”. 

Desafortunadamente,  Puerto  Rico  aún  carece  de  las  facilidades  necesarias  para  estudios  angio- 
gráficos  que  faciliten  brindar  el  tratamiento  quirúrgico  adecuado  a miles  de  pacientes  afectados 
por  arterioesclerosis  de  las  arterias  coronarias.  A pesar  de  conocer  plenamente  la  necesidad  de  insti- 
tuir la  técnica  necesaria  para  combatir  nuestra  primera  causa  de  muerte,  algunos  han  intentado  ta- 
par con  las  manos  estos  nuevos  horizontes  en  el  tratamiento  de  las  enfermedades  de  las  arterias 
coronarias  y se  ha  obstaculizado  aplicar  las  técnicas  quirúrgicas  de  nuestros  cirujanos.  No  es  posible 
detener  el  progreso:  quienes  más  lo  combaten  quizás  sean  los  más  necesitados  al  pasar  el  tiempo. 


José  A.  Pereyó,  MD 


NOTICIAS 


1972  INTERNATIONAL  CONGRESS  FOR  INTERNISTS  TO 
BE  HELD  IN  BOSTON 

Philadelphia— The  XII  International  Congress  of  Internal 
Medicine,  a biennial  event  sponsored  by  the  International 
Society  of  Internal  Medicine,  will  be  held  September  5-9, 
1972  at  the  Sheraton  Boston  Hotel,  Boston,  Mass. 

Thomas  A.  Warthin,  MD,  West  Roxbury,  Mass.,  General 
Chairman  of  the  Congress,  has  issued  a call  for  scientific 
program  abstracts.  These  should  be  sent  to  John  B.  Stan- 
bury,  MD,  Massachusetts  Institute  of  Technology,  Cambridge, 
Massachusetts,  USA.  Deadline  is  April  1,  1972. 


FLORIDA  TO  ISSUE  MEDICAL  LICENSES  BY  ENDORSE- 
MENT 

Effective  September  1,  1971,  for  the  first  time  in  history, 
the  Board  of  Medical  Examiners  of  Florida  may  issue  licenses 
by  endorsement  to  practice  medicine  and  surgery  in  Florida, 
An  amendment  to  the  Medical  Practice  Act  of  Florida,  enacted 
by  the  1971  legislature  allows  issuance  of  licenses  by  endorse- 
ment to  those  M.D.’s  who  have  been  eertified  by  the  National 
Board  of  Medical  Examiners  or  the  Federation  Licensure 
Examination  (FLEX)  within  a period  of  eight  (8)  years  pre- 
ceding the  date  of  application  for  licensure  by  endorsement. 
Since  the  effective  date  is  September  1,  1971,  this  means  that 
an  M.  D.  must  have  been  certified  by  the  National  Board  of 
Medical  Examiners  since  September  1,  1963,  in  order  to  ini- 
tially be  eligible  for  licensure  by  endorsement.  As  far  as 
other  state  licensure  examinations  are  concerned,  this  amend- 
ment only  applies  to  those  states  who  use  the  Federation 
Licensure  Examination  (FLEX)  as  their  licensure  examination. 

In  the  case  of  foreign  medical  graduates,  this  does  not 
eliminate  the  requirement  that  the  M.  D.  have  papers  of  first 
intention  of  citizenship  and  a minimum  of  one  year’s  residency 
in  the  United  States  and  the  Educational  Council  for  Foreign 
Medical  Graduates  Certificate  of  proficiency.  A very  important 
feature  of  the  amendment  is  the  provision  that  a physician  who 
receives  a license  by  endorsement  in  Florida  must  practice 
in  the  state  within  a period  of  three  years  for  a minimum  period 
of  one  year.  If  he  does  not  do  this  the  license  will  become 
null  and  void.  Service  in  the  armed  forces  is  exempt  during 
these  three  years,  but  internship  or  residency  time  is  not 
exempt. 


FAO  DIRECTOR-GENERAL  NAMES  HEAD  OF  PROTEIN 
ADVISORY  GROUP 

(The  following  is  based  on  information  received  from  UNICEF, 
New  York) 


The  appointment  of  Max  Milner,  a biochemist  and  food 
technologist,  as  Secretary  of  the  Protein  Advisory  Group  (PAG) 
has  been  announced  by  the  Director-General  of  the  Food  and 
Agriculture  Organization  (FAO),  Addeke  H.  Boerma. 

The  Protein  Advisory  Group! is  sponsored  by  the  FAO,  the 
World  Health  Organization  (WHO)  and  the  United  Nations 
Children’s  Fund  (UNICEF),  and  provides  a co-ordinating  and 
advisory  service  to  the  agencies  relating  to  the  technical  and 
nutritional  aspects  of  world  protein  problems. 

The  Secretary-General,  U Thant,  in  a report  endorsing  the 
work  of  the  PAG,  noted  that  the  serious  global  problem  of  pro- 
tein malnutrition,  particularly  as  it  compromises  the  growth  and 
development  of  infants  and  young  children  was  “one  of  the 
greatest  tragedies  that  besets  the  developing  world’’. 

Since  1960,  the  PAG,  whose  members  are  a distinguished 
group  of  internationally  recognized  specialists  in  a number  of 
related  fields,  has  given  advice  to  members  of  the  United  Nations 
system  of  agencies  on  technical,  policy  and  programme  aspects 
of  the  production  and  use  of  edible  protein.  Within  the  frame- 
work of  the  United  Nations  Administrative  Committee  on  Co- 
ordination (ACC),  steps  are  now  being  taken  to  broaden  the 
functions  and  sponsorship  of  the  PAG,  in  order  that  it  may 
become  the  principal  technical  advisory  body  on  protein  nutri- 
tion for  the  United  Nations  system  as  a whole. 

Pertinent  United  Nations  organs  are  also  examining  how  to 
effectively  participate  in  the  PAG  and  give  it  necessary  financial 
support. 

Mr.  Milner,  who  succeeds  Mogens  Jul  of  Denmark,  received 
his  early  education  in  Canada,  and  obtained  his  M.  S.  degree 
(1941)  and  his  doctorate  (1945)  from  the  University  of  Minne- 
sota, and  is  now  an  American  citizen.  He  has  worked  with  the 
University  of  Minnesota’s  Department  of  Biochemistry  (1945- 
46);  was  Professor  of  Grain  Science  and  Industry  at  Kansas 
State  University  (1947-59);  and  was  UNICEF’s  Senior  Food 
Technologist  from  1959  to  1971.  During  the  last  period, 
he  was  on  loan  (in  1966-67)  to  the  United  States  Agency  for 
International  Development  (AID)  and  served  as  Chief  of  the 
agency’s  Nutrition  Branch.  He  is  also  currently  Adjunct 
Professor  of  Human  Nutrition  at  Columbia  University,  New 
York. 

His  offices  are  at  866  United  Nations  Plaza,  adjacent  to  the 
UNICEF. 

“MEDICAL  TIMES"  invites: 

THERE’S  “POLLUTION’’  IN  THE  PHYSICIAN’S  ENVIRON- 
MENT, TOO 

Can  physicians  continue  to  absorb  the  ever  growing  flow 
of  unsolicited  medical  journals  which  read  them  monthly? 


320 


321 


Volumen  63 
Núm.  1 1 


Noticias 


If  my  own  experience,  that  of  my  associates,  and  the  letters 
I have  been  receiving  are  any  indication,  I don’t  think  so. 
That  other  editors  are  hearing  from  their  readers  is  shown 
by  this  report  from  the  June  issue.  Journal  of  the  Florida 
Medical  Association: 

“Aware  of  the  pollution  of  doctors’  desks  by  unsolicited 
medical  publications,  one  practitioner  was  prompted  to  col- 
lect, assess  and  weigh  all  medical  advertising  magazines  and 
periodicals  he  received  in  a month.  He  arrived  at  the  total 
of  30  pounds.  Assuming  that  this  same  amount  is  sent  to 
each  of  the  200,000  practicing  physicians  in  the  United 
States,  it  would  amount  to  3,000  tons  a month.  At  a 
reading  speed  of  15,000  words  per  hour,  scanning  this  li- 
terature would  require  160  hours  a month  or  approximately 
40  hours  each  week,  and  could  only  be  done  by  a retired 
physician,  and  who,  relieved  of  the  burden  of  his  practice, 
is  not  encumbered  by  time-consuming  hobbies  or  the  affairs 
or  organized  medicine.” 

That  osteopaths  are  similarly  concerned  is  shown  by  a 
letter  sent  me  recently  by  Dr.  James  G.  Lott 

“I  do  have  the  results  of  a private  survey  which  1 ran 
throughout  1970.  I’ll  enclose  them  for  your  enlightenment. 
My  office  received  368  unsolicited  journals  for  1970.  This 
does  not  include  the  small  newspaper  type  editions  that  come 
weekly.  The  total  cost  of  the  subscriptions  as  listed  in  the 
journals  was  $325.50. 

“As  you  have  so  aptly  mentioned,  these  are  certainly 
contributing  to  pollution.  How  do  you  dispose  of  them? 
Can  we  afford  to  throw  away  that  much  pulp  out  of  every 
office  in  the  profession? 

Well,  what  can  be  done  about  it?  The  answer  depends  to 
a large  extent  on  what  action  physicians— and  medical  journals— 
take  during  the  next  few  crucial  years.  In  your  interest  and 
mine,  MEDICAL  TIMES  has  been  doing  something  about  it 
for  the  past  11  months  by  converting  to  “rqueste”  circulation 
in  the  following  manner 

I became  even  more  deeply  concerned,  however,  when 
hundreds  took  time  to  write  me  (see  page  ? ? ) about  the  “pollu- 
tion” of  the  physician’s  environment.  These  letters  indicated 
a concern  so  serious  that  I decided  to  probe  further  into 
this  type  of  office  “pollution”.  Therefore,  2,400  question- 
naires were  sent  to  a random  sample  of  MEDICAL  TIMES 
readers.  They  were  asked  just  one  question:  “If  it  were 
possible  to  do  so,  how  many  of  these  unsolicited  journals 
would  you  like  to  have  discontinued?  ” More  than  56  per- 
cent of  the  physicians  replied  to  my  letter.  The  answers  ranged 
from  one  extreme  to  the  other,  but  overall  they  indicated  that... 
These  busy  physicians  would  prefer  not  to  receive  almost  two 
thirds  of  all  unsolicited  journals. 

Judging  from  the  hundreds  of  comments  received,  most 
physicians  agree  that  there  is  some  good  material  in  practically 
every  journal....  but  they  just  do  not  have  the  time  to  absorb 
the  dozens  of  issues  they  receive  monthly. 

\/  The  Norwegian  explorer  Thor  Heyerdahl  reported  there 
were  days  when  his  crew  could  not  bathe  in  the  middle 
of  the  Atlantic  because  of  the  pollution. 

\/  Jacques  Cousteau  reported  seeing  newspapers  on  the 
floor  of  the  Mediterranean. 

y/  Lake  Erie  is  considered  by  some  ecologists  to  be  a dead 
sea. 

\/  Thousands  of  miles  away,  the  Baltic  Sea  is  equally 


crippled  by  pollution. 

\/  Around  the  world  there  are  reports  of  streams,  beaches, 
lakes  and  rivers  increasingly  devoid  of  marine  life.  Our 
major  cities  now  give  daily  reports  of  whether  our  air  is 
even  safe  to  breathe. 

It  would  be  nonsensical  to  contend  that  the  pollution  of  the 
doctor’s  environment  which  we  have  described  belongs  in  the 
same  category  as  these.  I make  the  comparison  only  because 
in  each  area  there  is  an  inability  to  absorb!  (And  on  top  of  aU 
this,  would  you  believe  that  shortly  you’re  going  to  be  receiving 
at  least  five  more  new  journals!  ! ! ) 

“Pollution”  of  the  physician’s  environment  by  too  many 
unsolicited  journals  and  their  consequent  disposal  problem  can 
be  overcome  with  imagination  and  determination.  MEDICAL 
TIMES  has,  I believe,  made  a step  in  the  right  direction.  Do  our 
readers  have  any  other  practical  suggestions? 

Charles  A.  Ragan,  Jr.,  MD 
Editor-in-Chief 

Reproduced  from  MEDICAL  TIMES,  October  1971. 


METHOTHREXATE:  ITS  USE  IN  PSORIASIS 

Psoriasis  has  for  ages  challenged  the  physician’s  thera- 
peutic resources.  A recurrent  disease,  it  is  characterized 
by  exacerbations  and  remissions  which  sometimes  are  dif- 
ficult to  control  with  conventional  therapies. 

Some  cases  of  psoriasis  which  are  severe,  disabling  and 
resistant  to  conventional  therapy  have  been  effectively  treated 
with  the  anti-metabolite  drug.  Methotrexate. 

The  Food  and  Drug  Administration  and  the  FDA’s  Ad- 
visory Committee  on  Dermatology  have  reviewed  a series  of 
clinical  investigations  and  based  on  the  recommendations  of 
the  Advisory  Committee,  the  FDA  has  concluded  that  Metho- 
trKxate  is  safe  and  effective  for  the  treatment  of  certain  cases 
of  psoriasis. 

The  FDA-approved  directions  for  use  in  these  cases  will 
soon  be  available  from  the  manufacturer  Lederle  Labs,  and 
should  be  reviewed  carefully  before  the  drug  is  used  in  the 
treatment  of  psoriasis. 

The  labeling  of  Methotrexate  restricts  its  use  in  psoriasis 
to  severe,  disabling,  proven  cases  recalcitrant  to  more  con- 
servative treatment  and  makes  the  following  recommendations: 

— screening  of  patients  by  all  appropriate  parameters  to 
exclude  administration  of  Methotrexate  to  pregnant  wo- 
men and  to  patients  with  preexisting  renal,  hepatic,  or 
hematopoietic  disease; 

— screening  of  patients  to  disclose  any  preexisting  infections 
that  might  be  activated  by  use  of  an  immunosuppressive 
agent;  and 

— ensuring  the  availability  of  facilities  for  close  medical  and 
laboratory  supervision  of  patients  receiving  the  drug  for 
psoriasis.  Supervision  should  include  CBC,  urinalysis,  serum 
creatinine,  liver  function  studies,  and  liver  biopsy,  if  indi- 
cated. 

Methotrexate  should  be  used  only  by  physicians  who  are 
thoroughly  familiar  with  the  severe  adverse  effects,  including 
deaths,  associated  with  the  use  of  anti-metabolic  drugs.  Deaths 
that  have  occurred  during  Methotrexate  treatment  for  psoriasis 


Bol.  Asoc.  Méd.  P.  Rico 
Noviembre  1971 


Noticias 


322 


usually  have  been  preceded  by  signs  and  symptoms  of  bone 
marrow  aplasia  (e.g.,  hemorrhagic  enteritis).  Patients  should 
be  fully  informed  of  the  risks  involved  and  closely  monitored. 
The  drug  should  be  discontinued  promptly  in  the  event  of 
developing  renal  or  hepatic  toxicity. 

Methotrexate  has  been  marketed  for  18  years  as  an  important 
representative  of  anti-neoplastic  chemotherapy.  Use  of  an 
anti-neoplastic  drug  for  treatment  of  an  incurable  dermatologic 
condition  must  be  carefully  weighed  by  the  physician  after  con- 
sideration of  the  risks  and  benefit  to  his  patient. 

Methotrexate  should  be  used  only  when  other,  less  toxic 
dmgs  have  failed  to  bring  improvement  to  patients  disabled 
with  severe  psoriasis.  Please  note  that  the  drug  is  to  be  dis- 
pensed to  patients  by  physicians  only. 

DRUG  QUALITY  CONTROL;  PROBLEM  WITH  DIGOXIN 

In  a recent  monitoring  program  on  digoxin  tablets,  the 
FDA’s  National  Center  for  Drug  Analysis  reported  that  47 
percent  of  the  batches  investigated  did  not  comply  with  the 
requirements  of  the  USP  monograph,  chiefly  because  of  fai- 
lure in  the  content  uniformity  test.  In  one  of  the  worst 
examples,  NCDA  found  digoxin  tablets  containing  twice  the 
declared  quantity  of  active  ingredients.  The  same  bottle 
eontained  tablets  with  60-70  pereent  of  the  declared  quantity. 
The  manufacturers  agreed  to  recall  the  violative  lots.  A follow- 
up program  on  dogixin  tablets  is  underway,  and  the  Bureau 
of  Drugs  is  monitoring  production  to  assure  content  uniformity 
of  individual  tablets. 

On  the  basis  of  the  digoxin  findings,  and  other  studies  of 
diverse  pharmaceutical  products  containing  high  potency  drug 
substances  in  relatively  low  concentrations,  FDA  has  concluded 
that  direct  tests  for  content  uniformity  are  essential.  Testing 
of  bulk  formulation  material  has  proved  unreliable  as  a measure 
of  uniform  content  in  individual  dosage  units.  When  such 
procedure  is  used,  it  is  still  possible  for  many  of  the  tablets 
punched  from  tlie  formulation  mass  to  fall  far  outside  permis- 
sible potency  limits. 

The  significance  of  this  finding  to  the  prescribing  physician 
is  obvious:  If  a previously  well-digitalized  patient  displays 
signs  of  under  or  over-digitalization,  the  problem  may  be  with 
the  dmg  rather  than  witli  the  patient.  Certainly,  this  possibility 
should  be  borne  in  mind  when  such  signs  appear. 

The  Food  and  Drug  Administration  is  working  to  eliminate 
the  problem  of  variable  potency  and  its  Bureau  of  Dmgs  has 
undertaken  extensive  investigations.  In  establishing  the  National 
Center  for  Dmg  Analysis,  the  Bureau  has  significantly  expanded 
its  capacity  for  gauging  the  quality  of  dmg  control  in  general. 
As  a result  of  the  Center’s  marked  success  in  developing  automa- 
ted methods  of  analysis  and  applying  them  to  individual  units  of 
dosage  forms,  NCDA  is  now  able  to  focus  attention  on  problem 
átuations  involving  deviations  from  content  uniformity  require- 
ments. 


GUEST  EDITORIAL  - ISONIAZID  AND  THE  LIVER 

The  discovery  in  1951  of  the  antimycobacterial  property  of 
isonicotinic  acid  hydrazide  ( isoniazid,  INH,  INA)  introduced  into 
the  therapeutic  armamentarium  one  of  the  most  effective  tools 
ever  known  for  the  control  of  an  infectious  disease.  In  addition 
to  efficacy  it  possessed  the  features  of  low  toxicity,  cost,  and 
ease  of  oral  administration  with  concomitant  patient  acceptance. 


In  the  ensuing  years  the  therapeutic  value  of  isoniazid  in  the 
treatment  of  active  tuberculosis  has  been  proven  abundantly  in 
world-wide  clinical  use. 

Soon  after  its  introduction,  studies  suggested  that  it  also 
possessed  prophylactic  potential.  Extensive  trials  have  clearly 
established  that  it  is  very  effective  in  preventing  tuberculosis 
infection  from  becoming  active  disease.  In  high  risk  groups 
morbidity  has  been  consistently  reduced  by  50-75  percent  over 
an  extended  period  of  years.  As  a result  its  prophylactic 
administration  has  become  widespread.  Its  paucity  of  un- 
toward reactions  has  been  considered  one  of  its  outstanding 
advantages. 

In  the  past  few  years,  there  has  appeared  to  be  an  increas- 
ing number  of  instances  of  isoniazid-associated  liver  dys- 
function. 

Recently  an  Ad  Hoc  Committee  on  Isoniazid  and  Liver 
Disease,  appointed  by  the  U.S.P.H.S.  Center  for  Disease  Con- 
trol to  study  data  on  isoniazid-associated  liver  disease  and  to 
advise  on  its  future  use  as  preventive  treatment  against  tuber- 
culosis, presented  its  report. 

In  brief,  the  committee  coneluded  that  liver  disease  can 
occur  in  patients  receiving  isoniazid  but  that  the  risk  is  very 
small  — varying  from  0 to  10  cases  per  1,000  patients  per 
year.  The  committee  felt  that  no  changes  are  warrented  in 
the  present  use  of  the  drug  in  treating  active  tuberculosis;  and 
that  the  present  program  of  isoniazid  preventive  treatment  and 
the  guidelines  for  selection  of  recipients  should  not  be  modi- 
fied at  this  time.  However,  the  report  did  recommend  that 
all  preventive  therapy  candidates  and  recipients  should  be 
carefully  screened  and  monitored  at  monthly  intervals  to 
detect  incipient  liver  dysfunction.  The  report  detailed  the 
surveillance  procedures. 

In  reaching  a judgment  as  to  whether  or  not  to  place  a 
patient  on  preventive  therapy  the  physician  must  weigh  the 
risk  of  possible  hepatic  damage— the  order  of  this  has  been 
mentioned  above— against  the  risk  of  the  development  of 
active  disease.  The  latter  varies  considerably  in  various  high 
risk  groups.  In  household  contacts  it  is  about  1 in  30  during 
the  first  year  after  discovery  of  the  index  case;  there  is  a similar 
risk  in  recent  converters  of  any  age;  and  in  persons  with  pre- 
viously known,  but  now  inactive  tuberculosis  who  have  not  had 
adequate  chemotherapy,  the  annual  risk  is  about  1 in  75.  One 
must  also  consider  that  while  the  risk  of  liver  damage  is  present 
only  during  the  year  of  preventive  therapy,  the  risk  of  develop- 
ing active  tuberculosis  in  the  absence  of  chemoprophylaxis 
remains  a lifetime  matter  with  hazard  not  only  to  the  individual 
but  to  his  family  and  close  contacts— and  thus  to  the  communi- 
ty-health and  cost-wise. 

Isoniazid  remains  a powerful  and  very  effective  antitubercu- 
losis agent  which  merits  continued  therapeutic  and  prophylactic 
use  even  thou^  liver  dysfunction  can  be  associated  with  its  use. 
The  individual  and  the  community  advantages  of  its  use  over- 
balance the  rare  posable  untoward  reactions. 

Gordon  M.  Meade,  MD 
Formerly  Medical  Director, 
American  Thoracic  Society 


Reproduced  from  the  FDA  Drug  Bulletin  — October  1971. 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better  while  he’s  getting  better 


Achrocídíií 

Each  tablet  contains:  Tetracycline  HCI-Antihistamine-Analgesic  Compound 

ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial /allergic  u.r.i., 
ACHROCIDIN  brings  the  treatment 
together  in  a single  prescription  — 
prompt  relief  of  headache  and 
congestion  together  with  effective 
control  of  the  tetracycline-sensitive 
organisms  frequently  responsible  for 
complications  leading  to  prolonged 
disability  in  the  susceptible  patient. 

For  children  and  elderly  patients 
you  may  prefer  caffeine-free 
ACHROCIDIN  Syrup.  Each  5 cc 
contains:  ACHROMYCIN  (Tetra- 
cycline) equivalent  to  Tetracycline 
HCl  125  mg.;  Phenacetin  120  mg.; 
Salicylamide  150  mg.;  Ascorbic  Acid 
(C)  25  mg.;  Pyrilamine  Maleate  1 5 mg. 


Average  adult  dosage:  2 tablets  four  times  daily, 
given  at  least  one  hour  before,  or  two  hours 
after  meals. 

Contraindications:  History  of  hypersensitivity 
to  any  component. 

Warning:  If  renal  impairment  exists,  even 
usual  doses  may  lead  to  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged,  serum 
level  determinations  may  be  advisable.  Hyper- 
sensitive individuals  may  develop  a photody- 
namic reaction  to  natural  or  artificial  sunlight 
during  use.  Individuals  with  a history  of  photo- 
sensitivity reactions  should  avoid  direct  expo- 
sure while  under  treatment,  which  should  be  dis- 
continued at  first  evidence  of  skin  discomfort. 
Precautions:  Some  individuals  may  experience 
drowsiness,  anorexia,  and  slight  gastric  dis- 
tress. If  excessive  drowsiness  occurs,  it  may 
be  necessary  to  increase  the  interval  between 
doses.  Persons  on  full  dosage  should  not  oper- 
ate any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  ap- 
pear during  therapy,  appropriate  measures 
should  be  taken.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for 


at  least  10  full  days  to  help  prevent  rheumatic 
fever  or  acute  glomerulonephritis.  Use  of  tetra- 
cycline during  tooth  development  may  cause 
discoloration  of  teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis, 
enterocolitis,  pruritus  ani.  Skin-maculopapular 
and  erythematous  rashes  (a  case  of  exfoliative 
dermatitis  has  been  reported);  photosensitivity; 
onycholysis  and  discoloration  of  nails  (rare). 
Kidney-rise  in  BUN,  apparently  dose  related. 
Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  following  full  therapeutic 
dosage  has  been  reported. This  has  disappeared 
rapidly  when  drug  was  discontinued.  Teeth- 
dental  staining  (yellow-brown)  in  children  of 
mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the 
drug  during  the  neonatal  period,  infancy,  and 
early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood-anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosinophilia. 
Liver-cholestasis  (rare),  usually  at  high  dosage. 
If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication 
and  institute  appropriate  therapy, 
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Esta  fórmula 
alimenticia  completa 


cuesta  menos  que 


Para  formulas  naturales 


cualquier  otra* 


En  la  fórmula  de  la  leche  evapo- 
rada Carnation  no  hay  nada  arti- 
ficial. Es  alimento  de  verdad. 
Con  todas  las  protemas 
naturales  existentes,  y demás 
factores  nutritivos.  Se 
le  ha  añadido  vitaminas  su- 
plementarias y carbohidratos, 
lográndose  así  la  más  completa 
dieta  alimenticia,  a un  costo 
mucho  más  bajo  que 
cualquier  leche  modifi- 
cada. Hasta  un  35°/o 
menos,  de  acuerdo  a 
un  reciente  informe.* 


*De  acuerdo  a un  informe  del  American  Journal  of  Public  Health,  Vol.  56,  No.  56. 
CARNATION®  EVAPORATED  MILK,  CARNATION  COMPANY  LOS  ANGELES,  CALIF.  90036 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr.  IV2, 
caffeine  gr.  V2. 


Cuando  comen  lo  que  les  gusta 
y no  lo  que  deben... 


ayude  a cubrir  "el  déficit”  de  vitaminas  con 

Unicap  Therapeutic 

10  vitaminas  combinadas  con  7 minerales 


Cada  tableta  contiene; 

Vitamina  A 

Vitamina  D 

Mononitrato  de  Tiamina  (B-1)  

Riboflavina  (B-2)  

Acido  Ascórbico  (C)  (como  ascorbato  de  sodio)  

Niacinamida  

Clorhidrato  de  Piridoxina  (B-6)  

Pantotenato  de  Calcio 

Cobalamina  (B-12)  (como  concentrado  de  cobalamina) 

Vitamina  E 

Hierro  (a  partir  de  50  mg.  de  sulfato  ferroso)  

Yodo  (como  yoduro  de  potasio)  

Calcio  (como  carbonato)  

Cobre  (como  sulfato)  

Manganeso  (como  sulfato)  

Magnesio  (como  sulfato)  

Potasio  (como  sulfato)  


1.5  mg. 

10  mcg. 

10  mg. 

10  mg. 

r..  300  mg. 

100  mg. 

2 mg. 

20  mg. 

20  mg. 

30  Unidades  Internacionales 

10  mg. 

0.15  mg. 

50  mg. 

1 mg. 

1 mg. 

6 mg. 

5 mg. 


Poso/ogía:  Adultos  y niños  mayores  de  6 años  - 1 tableta  diaria. 


Presentación:  Frascos  de  30  y 90 


Upjohn 


PR  5226.1  MAY,  1969 
6811  MARCA  REGISTRADA  EN  E.U.A.t  UNICAP  THERAPEUTIC 


UPJOHN  INTER-AMERICAN  CORPORATION  / CAPARRA  / PUERTO  NUEVO 


anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


rX  Roche  Laboratories 
ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc 
, / Nutley.  N.J.  07110 
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Patients  fell  asleep  quickl} 


Dalmane  (flurazepam  HCi)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.^’^ 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  eiectro- 
encephaiographic,  eiectro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

N Utley,  N.J, 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  eiectro-oculographic  and  electromyo- 
graphic recordings. 


f 

&ná  slept  through  the  night 


On 

Dalmane 
(flurazepam  HCI) 


Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


u Average  sleep  laboratory  measurements  in  cited  studies 
I Parameter  Before  Dalmane  On  Oalmane 


Time  required  to  fall  asleep 
Wake  time  after  onset  of  sleep 
Number  of  wakeful  periods  after 
onset  of  sleep 
Total  sleep  time 


33.6  min. 

48.7  min. 

12,2 

420.0  min. 
88.6 


17.6  min, 

22.6  min. 

8.4 

447.5  min. 
94.5 


Í Clinical  effectiveness  as 
proven  in  the  sleep  laboratory 

iDalmane* 

[flurazepam  HCO 

One  30-mg  capsule  h.s.— usual  adult  dosage. 
One  15-mg  capsule  h.s.-> initial  dosage  for 
elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications;  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuáis  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
Of  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  . Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Ql  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness. palpitations,  chest  pains,  body  and 
joint  pains  and  QU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions. e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

\ Roche  Laboratories 

<fiflCHE>  Division  of  Hoffmann  - La  Roche  Inc. 

\ ✓ Nutley,  New  Jersey  07110 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Coniraindications:  Hypersensitivity  to  any 
component. 

Warning;  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gaslroinlesiinal—anotexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/c/>i— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /v/d/ic)— dose-related  rise  in 
BUN.  Hypersensitivity  reac//o/ii— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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DEDICATED  TO  HEALTH  NEEDS.  WORLDWIDE 


This  IS  no  time  for  his 
stomach  to  be  on  his  mind 


••• 


Effective  Maalox  keeps  his 
stomach  at  ease. 

Pleasant  flavored  suspension 
or  tablets.  Does  not  cause 
constipation. 

MAALOX' 

(Magnesium-Aluminum  Hydroxide) 

William  H.  Rorer,  Inc. 

Fort  Washington,  Pa.,  U.S.A. 


GRAVINDEX 

Marca  de  Fábrica 

LA  PRUEBA  EN  LAMINA  DE  3 MINUTOS  QUE  DETECTA  EL  EMBARAZO 


ORTHO  DIAGNOSTICS 

Raritan,  New  Jersey  08869  E.  u.  A. 


J 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications;  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Yz  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 


Carnation  Evaporated 
Milk.  Baby's  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


CARNATION®  EVAPORATED  MILK,  CARNATION  COMPANY  LOS  ANGELES.  CALIF  90036 


We’re  nol. 


Macrodantin  (nitrofurantoin  macrocrystals)  is  ex- 
ceptionally effective  against  E.  coli.  But  it  confines  its 
antibacterial  action  to  the  urinary  tract.  It  is  indicated 
for  the  treatment  of  cystitis*  pyelitis*  and  pyeloneph- 
ritis*.nothing  else. 

Macrodantin  is  not  indicated  for  therapy  of  any  sys- 
temic infection.  And  it  does  not  suppress  normal  bac- 

Basic  in  cystitis,  pyelitis. 


terial  flora  elsewhere  in  the  body.  (As  with  other 
antibacterials,  superinfections  may  occur,  but  these  are 
limited  to  the  urinan/  tract.  Pseudomonas  is  the  or- 
ganism most  commonly  implicated.) 

Macrodantin  works  against  a majority  of  urinary 
tract  pathogens,  including  some  strains  of  Proteus  and 
Klebsiella-Aerobacter;  however,  only  a small  percentage 
of  strains  of  Pseudomonas  are  susceptible. 

*Due  to  susceptible  organisms. 


The  one-tract  action  of  ¿J\^^CÍÓÓ£intin°  (^BP§u1gS 

(nitrofurantoin  macrocrystals)  somg.lioomg. 


Indications:  Macrodantin  (nitrofurantoin  macro- 
crystals) IS  indicated  for  the  treatment  of  pyelone- 
phritis, pyelitis  and  cystitis  due  to  E.  coli,  enterococci, 
Staph,  aureus  or  a small  percentage  of  strains  of 
Pseudomonas,  when  demonstrated  to  be  susceptible 
by  in  vitro  susceptibility  testing.  Also  for  treatment  of 
such  infections  when  due  to  some  susceptible  strains 
of  Klebsiella-Aerobacter  and  Proteus.  It  is  not  indicated 
for  treatment  of  associated  renal  cortical  or 
perinephric  abscesses,  systemic  infections  or  prosta- 
titis, or  in  any  genitourinary  tract  infections  other 
than  pyelonephritis,  pyelitis  and  cystitis. 
Contraindications:  Anuria,  oliguria  or  extensive 
impairment  of  renal  function  is  a contraindication. 
The  drug  is  contraindicated  for  infants  under  one 
month  and  in  pregnant  patients  at  term.  The  drug 
should  not  be  administered  to  persons  who  have 
shown  hypersensitivity  to  nitrofurantoin. 

Wornings:  Macrodantin  may  cause  hemolytic  anemia 
of  the  primaquine  sensitivity  type,  apparently  linked 
to  a glucose-6-phosphate  dehydrogenase  deficiency. 
This  deficiency  is  found  in  10  per  cent  of  Negroes  and 
in  a small  percentage  of  ethnic  groups  of  Mediterra- 


nean and  Neor-Eastern  origin.  Such  patients  should 
be  observed  closely  while  receiving  nitrofurantoin. 
Discontinue  the  drug  at  ony  sign  of  hemolysis.  Hemol- 
ysis ceases  on  withdrawal.  Superinfections  may  occur, 
most  commonly  due  to  Pseudomonas. 

Usage  in  pregnancy:  THE  SAFETY  OF  NITROFU- 
RANTOIN DURING  PREGNANCY  AND  LACTATION 
HAS  NOT  BEEN  ESTABLISHED.  IT  SHOULD  NOT  BE 
USED  IN  WOMEN  OF  CHILDBEARING  POTENTIAL 
UNLESS  THE  EXPECTED  BENEEITS  OUTWEIGH  THE 
POSSIBLE  HAZARDS. 

Precautions:  Peripheral  neuropathy  may  occur.  A 
fatality  has  been  reported.  Predisposing  conditions 
such  as  renal  impairment,  anemia,  diabetes,  electro- 
lyte imbalance,  vitamin  B deficiency  and  debilitating 
disease  may  enhance  such  occurrence. 

Adverse  reactions:  Nausea,  emesis  and  diarrhea 
may  occur;  reduction  in  dosage  may  alleviate  these 
symptoms.  Sensitization  appearing  as  cutaneous 
eruptions  or  pruritus  has  occurred.  Hypersensitivity 
reactions  resulting  in  nonfatal  onaphylaxis,  angio- 
edema,  pulmonary  infiltration  with  pleural  effusion 
and  eosinophilia  have  been  reported.  Other 


reactions  are  chills,  fever,  [oundice,  asthmatic  symp- 
toms and  hypotension.  Occasionally  headache,  dizzi- 
ness, nystagmus,  vertigo,  drowsiness,  malaise  and 
muscular  aches  have  occurred.  Transient  alopecia  has 
been  reported.  Leukopenia,  including  granulocyto- 
penia, has  been  reported  rarely.  The  blood  picture  has 
returned  to  normal  following  cessation  of  therapy.  As 
with  other  antimicrobial  agents,  superinfections  by 
resistant  organisms  may  occur.  With  Macrodantin, 
however,  these  are  limited  to  the  genitourinary  tract 
because  suppression  of  normal  bacterial  flora  else- 
where m the  body  does  not  occur. 

Dosage:  Adult  50  to  100  mg.  four  times  a day. 
Supplied:  Macrodantin  (nitrofurantoin  macrocrys- 
tals) Capsules  of  50  mg.  and  100  mg. 

EATON  PRODUCT  CODE— For  easy  product  identifi- 
cation and  verification —Macrodantin  Capsules  50 
mg.  (F03),  100  mg.  (F04). 
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into  bedside  stand 
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regulate  delivery 
pressure  when  unit 
is  pipeline 
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Oii-free  compressor 
Witt]  room  air  filter 
and  disposable 
patient  air  filter  and 
built-in  adjustable 
pressure  gauge. 


Connects  to  pipeline,  cylinder,  or  compressor. 
*Not  a powered  nebulizer. 


For  treatment  of  chronic 
lung  diseases  _ 


New,  Improved 
True  IPPB  Device* 
for  ventilation  and  simpler, 
yet  more  effective  delivery 
of  therapeutic  aerosol 
in  hospital  or  home. 
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RHEUMATIC  CARDITIS  CAUSING 
ACUTE  TRIFASCICULAR  BLOCK 


Pablo  Iván  Altieri,  MD 
Charles  Johnson,  MD,  P ACC 
Ryan  P.  Crenshaw,  MD 
Mario  K.  García  Palmieri,  MD,  FACC 


Rheumatic  fever,  although  a frequent  cause  of  acute 
myocarditis  in  man,  has  not  been  identified  as  a 
common  cause  of  trifascicular  block.  I'lie  purpose  of 
this  communication  is  to  report  a case  of  rheumatic 
carditis  affecting,  besides  the  right  bundle,  the  anterior 
and  posterior  divisions  of  the  left  bundle  of  the  con- 
duction system,  thus  causing  a trifascicular  block. 

Case  Report 

This  was  the  first  University  Hospital  admission  of  a 12-year 
old  boy  witli  a history  of  repeated  skin  lesions  (pustules)  after 
mosquito  bites.  He  had  been  well  until  October  10,  1970, 
when  he  developed  migratory  polyarthritis,  diffuse  macular  rash 
and  fever.  He  was  seen  at  a local  healtli  center,  and  treated 
with  aspirin,  and  penicillin  injections.  He  improved  some- 
wliat  but  as  all  s'/rnptoms  did  not  disappear  he  was  referred 
to  the  University  District  Hospital  5 weeks  later  where  he  was 
admitted  on  11/25/70.  He  denied  a history  of  previous  heart 
munnur.  There  was  a strong  family  history  of  tuberculosis. 

Physical  examination  on  admission  revealed  a B.P.  of  120/50, 
pulse  130/min.  and  temperature  of  38  C.  There  were  promi- 
nent “a”  waves  in  tlie  neck.  The  lungs  were  clear  to  percussion 
and  auscultation.  The  examination  of  tlie  heart  revealed  tlie 
presence  of  a right  ventricular  heave,  a grade  111/Vl  apical 
holosystolic  munnur  radiating  to  the  axilla,  a grade  H/Vl  de- 
crecendo  diastolic  munnur  at  the  aortic  area,  and  atrial  and 
ventricular  filling  gallops.  The  abdomen  was  nomial.  Multiple 
scars  were  present  in  the  extremities  without  edema. 

Laboratory  studies  during  his  hospitalization  showed  nor- 
mal values  for;  hemoglobin,  electrolytes,  B.  U.  N.,  creatinine, 
urinalysis,  fasting  blood  sugar,  V.D.R.L.,  C-reactive  protein, 
A.S.O.  titer.  Latex  fixation  and  L.E.  preparation.  The  white 
blood  cell  count  was  10,000/mm^  with  a shift  to  the  left. 
Blood  cultures  were  negative,  and  tliroat  cultures  showed 
Neisseria  and  Streptococcus  viridans.  Serial  sedimentation 
rates  were  28,  24,  and  10  mm/hr. 

Chamber  analysis  done  on  12/7/70  revealed  a cardiotho- 
racic  ratio  of  50  percent,  slight  increase  in  the  pulmonary 
vascularity  and  left  atrial  enlargement  (Fig.  1). 


From  the  Department  of  Medicine  of  the  School  of  Medicine 
of  the  University  of  Puerto  Rico.  Address  for  reprints  to:  Dr. 
Pablo  Iván  Altieri,  Means  Hall,  Division  of  Cardiology,  466  West, 
10th  Avenue,  Columbus,  Ohio,  43210.  NH  & L Institute  Train- 
ing Grant  No.  HE-5342. 


An  electrocardiogram  done  on  11/30/70  (Fig.  2)  showed 
a regular  rhythm  with  an  axis  in  the  frontal  plane  of  -70  , a PR 
interval  of  0.21  sec.  and  incomplete  right  bundle  branch  block 
(l.C.R.B.B.B.).  These  findings  were  compatible  with  tlie  diag- 
nosis of  trifascicular  block.  P waves  were  inverted  in  V^,  sug- 
gesting “left  atrial  rhythm”.  The  electrocardiogram  done  on 
12/10/70  (during  treatment  with  steroids)  (Fig.  3)  showed  an 
axis  of  -70°and  l.C.R.B.B.B.  The  PR  interval  was  0.18  sec. 
P waves  were  inverted  in  L2,  L3,  AVI',  V5  and  Vg.  The  find- 
ings were  compatible  witli  involvement  of  tbe  right  bundle  and 
the  anterior  division  of  tlie  left  bundle  and  the  possibility  of 
eoronary  sinus  rhythm  was  raised.  The  tracing  of  1/20/71 
(during  treatment  with  steroids)  (Fig.  4),  showed  an  axis  of 


Fig.  1;  Lateral  x-ray  view  confirming  left  atrial  enlarge- 
ment. 
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-70  I.C.R.B.B.B.  and  PR  interval  of  0.18  sec.  P waves  were 
inverted  in  Vs  - Vs  and  biphasic  in  L3.  Findings  again  were 
compatible  with  involvement  of  the  right  bundle  and  the 
anterior  division  of  the  left  bundle.  The  last  electrocardiogram, 
done  on  4/5/71  (still  on  steroids)  (Fig.  5),  diowed  an  axis 
of  +30  and  a greater  degree  of  right  bundle  branch  block. 
P waves  were  inverted  in  L^,  L3,  AVF,  V3  - and  the 


Fig.  2:  Twelve  lead  electrocardiogram  done  on  11/30170. 
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Fig.  3:  Twelve  lead  electrocardiogram  done  on  12110170. 
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Fig.  4:  Twelve  lead  electrocardiogram  done  on  1120171. 
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Fig.  5:  \Rwelve  lead  electrocardiogram 


done  on  4/5/71. 


PR  interval  was  0.12  sec.  These  findings  were  also  compati- 
ble with  involvement  of  the  right  bundle  and  with  a lesser 
degree  of  anterior  hemiblock. 

A vectorcardiogram  done  on  11/30/70  (Fig.  6)  showed 
the  initial  vector  going  anteriorly,  inferiorly  and  to  the  right. 
The  maximal  QRS  vector  in  the  frontal  plane  was  about  -60  ; 
rotating  counterclockwise  (anterior  hemiblock).  There  was 
a terminal  delay  in  all  planes  (incomplete  right  bundle  branch 
block).  The  ST-T  loop  was  normal.  Another  vectorcardio- 
gram performed  on  1/20/.71  (Fig.  7),  showed  the  initial  vector 
going  also  anteriorly,  inferiorly,  and  to  the  right.  The  maximal 
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Fig.  6;  Frank  vectorcardiogram  done  on  I ¡130170. 
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Fig.  7:  Frank  vectorcardiogram  done  on  ¡I20I7¡. 


QRS  vector  in  the  frontal  plane  was  about  -10  , and  the  rotation 
was  counterclockwise  corresponding  to  a lesser  degree  of  an- 
terior hemiblock.  There  was  a terminal  delay  in  all  planes. 
The  ST-T  loop  was  normal.  The  third  vectorcardiogram  done 
on  4/5/71,  (Fig.  8)  demonstrated  the  initial  vector  to  be  simi- 
lar to  that  of  the  two  previous  studies.  The  maximal  QRS 
vector  in  the  frontal  plane  however,  was  about  +5  , and  the 
QRS  rotation  was  counterclockwise.  There  was  terminal  delay 
in  all  planes.  The  ST-T  loop  was  normal. 

Phonocardiographic  studies  performed  on  1/20/71  showed 
an  apical  holosystoUc  murmur,  an  aortic  diastolic  murmur  and 


confirmed  the  presence  of  ventricular  and  atrial  sounds. 

The  patient  was  admitted  with  the  diagnostic  impression 
of  rheumatic  myocarditis  with  involvement  of  the  mitral  and 
aortic  valves.  The  patient  received  procaine  penicillin,  aspirin 
and  was  digitalized.  In  spite  of  treatment  with  aspirin  for  one 
and  a half  week  he  continued  with  the  same  symptomatology, 
and  so,  he  was  started  on  30  mg  of  prednisone  daily,  400  mg 
of  isoniazid  per  day,  and  pyridoxine.  He  responded  very  well 
to  this  regimen,  with  disappearance  of  the  gallops  and  the  dias- 
tolic murmur.  He  has  been  continued  on  5 mg  of  pred- 
nisone daily,  isoniazid,  and  pyridoxine. 

The  patient  underwent  right  and  left  cardiac  catheteri- 
zation on  4/7/71.  The  hemodynamic  data  was  within  nor- 
mal limits  except  for  a left  pulmonary  artery  wedge  pres- 
sure showing  an  “a”  wave  of  14  mm  Hg  and  a “v”  wave  of 
18  mm  Hg.  Two  injections  of  contrast  material  were  made. 
The  left  ventricular  cineangiogram  showed  moderate  mitral 
insufficiency  and  the  aortic  cineangiogram  revealed  minimal 
aortic  insufficiency. 


X Y Z 

Fig.  8:  Frank  vectorcardiogram  done  on  4/5/71. 


Discussion 

The  right  bundle  and  the  anterior  and  posterior 
divisions  of  the  left  bundle  constitute  the  three  main 
terminal  fascicles  of  the  intraventricular  conduction 
system.  Alterations  of  the  three  fascicles,  by  a number 
of  different  disease  entities,  could  cause  eight  different 
possibilities  of  intraventricular  and  atrio-ventricular  con- 
duction disturbances  classified  as  trifascicular  blocks  and 
hemiblocks  (1-2). 

Among  tbe  recognized  causes  of  trifascicular  block 
are  coronary  artery  disease,  calcific  aortic  valvular  steno- 
sis with  fibrocalcareous  penetration  of  membranous 
septum,  Lenegre’s  disease.  Lev’s  disease,  cardiomyopa- 
thies and  Chagasic  and  other  non  specific  myocarditis 
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(1-2).  It  lias  also  been  described  in  ostium  [irimum 
defects  and  most  recently  as  a familial  autosomal 
dominant  heritable  disorder  (3). 

rritaseicular  blocks  of  all  causes  are  not  infrequent 
but  the  reports  of  those  due  to  mvocarditis  are  few 

(l-U 

We  are  reportino;  a rare  cause  of  trifascicular  block, 
rheumatic  carditis.  In  reviewing  our  patient  one  is 
faced  with  the  fact  that  the  clinical  and  laboratory 
parameters  usually  encountered  during  acute  rheuma- 
tic fever  were  absent,  but  the  patient  was  referred  to 
the  hospital  six  weeks  after  onset  of  bis  initial  symptoms 
and  after  therapy  with  aspirin  and  penicillin  bad  been 
administered.  Physical  findings,  X ray  studies,  cardiac 
catheterization  including  cine-angiocardiography  con- 
firmed aortic  and  mitral  valvular  disease. 

A review  of  the  first  electrocardiogram  and  vector- 
cardiogram  demonstrated  the  presence  of  an  axis  of 
-7()°witb  counterclockwise  rotation  in  the  frontal  plane, 
incomplete  right  bundle  branch  block  and  first  degree 
A-V  block,  which  were  interpreted  as  anterior  hemiblock 
and  delayed  conduction  through  the  right  bundle  and 
posterior  division  of  the  left  bundle.  .^Iso,  the  P wave 
pattern  was  suggestive  of  a “left  atrial  rhvthm”  or 
“coronary  sinus  rhythm”  (6-7). 

As  the  patient  progressed  in  his  course  of  steroid 
therapy  different  degrees  of  axis  deviation  (-70°;  -30°; 
+5°),  all  with  counterclockwise  rotation  in  the  frontal 
axis  were  observed.  This  observation  is  compatible 
with  the  concept  of  Rosenbaum  of  “partial  anterior 
hemiblock”  (2). 

Harris  and  associates  (5)  have  reported  smoldering 
myocarditis  with  mononuclear  infiltration  in  several 
areas  ol  the  conduction  system  and  fibrosis  in  others, 
in  a patient  with  intermittent  compl|ete  ,A-\  block 
and  Stokes-Adarns  syndrome. 

The  presence  of  pathologic  alterations  of  the  con- 
duction system  in  patient  with  rheumatic  carditis  has 
been  recognized  for  many  years.  The  lesions  may  vary 
from  lymphocytic  infiltration,  fibrous  degeneration, 
swelling  of  collagen  to  the  presence  of  the  classical 
Aschoff  bodies  (3-6).  So  it  is  reasonable  to  expect 
that  trifascicular  block  could  he  encountered  in  rheu- 
matic carditis. 

Summary 

A patient  with  rheumatic  carditis,  with  aortic  and 
mitral  valvnlar  involvement  and  associated  acute  tri- 


fascicular block  is  reported.  After  treatment  with 
aspirin  and  steroids  the  posterior  hemiblock  disappeared, 
hut  an  incomplete  right  bundle  branch  block  and  a 
“partial  degree  of  anterior  hemiblock”  persisted.  At 
present  the  patient  is  asymptomatic  while  receiving 
5 mg  of  prednisone,  isoniazid  and  pyridoxine. 

Resumen 

Se  informa  un  paciente  de  12  años  de  edad  con 
carditis  reumática  con  enfennedad  valvular  crónica 
y mitral  más  un  bloqueo  trifascicular  asociado.  El 
paciente  ftie  tratado  con  aspirina  y esteroides  y el 
hemihloqueo  posterior  desapareció.  Persistió  un  blo- 
(pieo  incompleto  de  rama  derecha  al  igual  que  un  hemi- 
hloqueo parcial  anterior. 

Se  revisan  las  causas  más  frecuentes  de  bloqueo 
trifascicular  y se  ofrece  una  posible  explicación  a la 
presencia  de  este  hallazgo  en  este  paciente  con  carditis 
reumática. 
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DISCURSO 


EN  BUSCA  DE  QUIJOTES  MEDICOS 


Fernando  J.  Cabrera,  MU 


Hace  casi  un  año  iniciamos  en  esle  mismo  recinto 
una  jornada  renovadora  de  perspectivas  y de 
bríos,  domamos  consciencia  abora  de  lo  vertiginoso 
y fugaz  del  tiempo,  del  breve  [período  disponible 
para  acometer  los  problemas  ante  nosotros.  Es  acon- 
sejable una  pausa  para  examinar  lo  logrado  y proyec- 
tarnos bacia  el  porvenir. 

Para  iniciar,  basta  nn  inventario  esquemático  de  los 
problemas  y objetivos  de  la  salud  que  teníamos  entonces 
ante  nuestra  consideración;  el  alto  costo  de  los  servicios 
médico-hospitalarios,  la  libre  selección  del  médico  y el 
hospital,  la  necesidad  de  aplicar  en  todos  sus  alcances 
la  Ley  56  de  1969,  la  necesidad  del  equilibrio  entre  la 
salud  física  y mental,  la  adicción  a drogas,  la  delincuen- 
cia juvenil,  la  educación  sexual,  la  necesidad  de  un  se- 
guro médico-hospitalario  prepagado  abarcador,  la  prác- 
tica ilegal  de  la  medicina,  el  anteproyecto  del  Código 
Penal,  el  anteproyecto  del  Código  del  Menor,  las  difi- 
cultades para  la  prestación  de  testimonio  pericial  en 
nuestros  tribunales,  las  relaciones  interprofesionales  en 
nuestra  comunidad  y la  educación  médica  continua,  el 
estudio  de  viabilidad  para  una  nueva  escuela  de  medicina 
en  Ponce  y por  ídtirno,  la  necesidad  de  ampliar  el  tama- 
ño de  los  elevadores  en  los  edificios  multipisos.  Se  tomó 
acción  específica  y concreta  en  estas  áreas.  Resta  ahora 
acción  por  parte  de  la  Legislatura  y del  ejecutivo  en  al- 
gunas. Estos  y otros  problemas  forman  parte  de  los 
grandes  retos  de  actualidad  que  como  institución,  y 
como  parte  de  este  pueblo,  tenemos  como  puertorrique- 
ños que  resolver  para  lograr  transformar  nuestra  reali- 
dad. Son  problemas  que  cederán  a nuestra  acción  e 
intelecto,  pero  no  son  situaciones  cuyo  cambio  ocurra 
de  la  noche  a la  mañana.  Confío  en  que  los  retos  de 
nuestra  generación  los  aceptaremos  nosotros  y no  ab- 
dicaremos nuestras  responsabilidades  a las  generaciones 
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venideras.  ¡Que  no  se  quejen  en  el  futuro  de  que  nos 
faltó  una  perspectiva  amplia  para  desenvolvernos;  que 
no  pudimos  olvidar  los  escollos  y los  tropiezos  del  vivir 
diario  para  encontrar  nuevas  metas  y nuevas  soluciones! 
Combatamos  los  intereses  creados  para  levantar  el 
cerco  actual  al  vuelo  del  pensamiento  y al  estímulo  de  la 
inspiración. 

¿Qué  metas  logramos  como  institución  en  este  año? 
Presentamos  a la  Legislatura  de  Puerto  Rico,  un  ante- 
proyecto para  formular  un  estudio  abarcador  sobre 
servicios  inédicos  hospitalarios  con  la  contribución  posi- 
tiva de  los  sectores  capacitados  para  resolver  el  proble- 
ma. Nos  satisface  la  respuesta  positiva  por  el  ejecutivo 
y anticipamos  la  invitación  a los  médicos  para  contri- 
buir al  estudio  representando  nuestras  especialidades. 

Sobre  los  anteproyectos  del  Código  Penal  y el  Código 
del  Menor  colaboramos  activamente  con  la  Legislatura 
para  modernizar  la  legislación  pertinente.  ¡No  tolere- 
mos que  el  1972  transcurra  sin  que  Puerto  Rico  tenga 
legislatura  aprobada  aceptable  tanto  en  el  derecho  penal 
como  con  respecto  a los  menores! 

Las  relaciones  interprofesionales  con  el  Colegio  de 
Abogados  de  Puerto  Rico  y el  Colegio  de  Ingenieros, 
Arquitectos  y Agrimensores  ha  sido  cultivada  asidua- 
mente. El  país  necesita  de  esta  colaboración  entre  sus 
profesionales  y espero  que  los  frutos  de  nuestra  gestión 
sean  evidentes  pronto.  Resta  mucho  por  hacer,  falta 
aún  motivar  a la  acción,  al  quehacer.  Confiamos  en 
que  el  poder  legislativo  actuará  sobre  las  medidas 
pendientes  de  consideración;  que  el  ejecutivo  cumpli- 
rá con  su  deber  para  beneficio  de  todos.  ’ 

La  adicción  a drogas  es  alarmante  y deseo  expresar 
unos  pensamientos  sobre  este  tema.  El  problema  es 
mundial.  ¿Por  qué  aumentan  los  individuos  jóvenes 
que  diariamente  se  entregan  con  más  ahinco  al  uso 
sistemático  y desenfrenado  de  las  drogas?  Tal  parece 
que  hastiados  y adoloridos  por  la  realidad  creada  por 
nuestra  generación  los  impulsa  a un  mundo  de  sueños 
y quimeras  irreales.  Rechazan  nuestros  valores  y nues- 
tra interpretación  del  sentido  de  la  vida  y de  la  exis- 
tencia: la  lucha,  el  empeño,  el  trabajo,  la  superación, 
la  afinnación  positiva  del  hombre  y su  ser.  ¡Huyen! 
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Nunca  la  brecha  entre  las  generaciones  fue  tan  grande 
y tan  abismal.  Es  imprescindible  que  padres  e hijos 
conversen;  que  entre  hermanos  se  descubra  la  comuni- 
cación, que  restauremos  la  conversación  como  vehículo 
de  entendimiento  y comprensión  entre  los  hombres. 
Necesitamos  oir  a la  juventud,  es  esencial  que  saquemos 
la  cabeza  de  la  arena.  Devolvamos  el  balance  emocional 
a la  sociedad.  Aunque  son  responsables  evidentes  los 
mercaderes  del  vicio  es  necesario  rescatar  las  víctimas 
de  esta  tragedia.  Ante  todo  hay  que  devolver  a la  vida 
su  cauce  normal  restableciendo  la  importancia  de  la 
afirmación  de  la  personalidad,  del  sentido  de  humani- 
dad; del  trabajo  y de  la  felicidad.  La  nueva  ley  de 
sustancias  controladas  que  pretende  satisfacer  en  parte 
propuestas  formuladas  por  nosotros  debe  ser  revisada 
cuidadosamente.  Hay  aspectos  de  ella  que  no  nos 
satisfacen  y así  se  lo  hemos  expresado  ya  a nuestros 
legisladores.  Sobre  todo,  debemos  re-examinar  las  metas 
individuales  en  las  vidas  de  los  padres,  cuya  pobreza 
lleva  a un  hijo  al  vicio  de  las  drogas. 

Toda  vida  cobra  sentido  en  el  servicio  desinteresado. 
La  historia  está  llena  de  ejemplos  de  hombres  que  han 
crecido  ante  oponentes  angostos  y anquilosados.  A 
nuestra  profesión  ya  se  le  ha  acusado  de  carecer  de 
conciencia  social  y de  afanarse  inescrupulosamente 
por  el  lucro.  Es  necesario  examinar  estas  acusaciones 
y probar  su  falta  de  fundamento.  Este  es  el  momento 
de  aclarar.  ¿Quién  es  en  verdad  el  responsable  por  el 
alto  costo  de  los  servicios  de  salud?  ¿Son  los  deseos 
irrefrenados  de  riqueza  de  los  médicos?  Al  analizar 
el  problema  responsablemente  de  los  costos  en  los 
servicios  de  salud,  ¿por  qué  no  se  menciona  a voz  viva 
el  aumento  cada  vez  mayor  en  los  salarios  del  personal 
paramédico?  ¿Por  qué  se  ignora  el  alto  costo  de  los 
equipos  para  laboratorios  y hospitales?  ¿Quién  ha  ha- 
blado del  alza  en  los  precios  de  las  medicinas?  ¿Faci- 
litan nuestros  críticos  los  problemas  y recargos  del 
financiarniento  para  la  construcción  o ampliación  de 
facilidades  físicas  dedicadas  a la  salud?  ¿Están  dis- 
puestos a ignorar  los  costos  para  el  médico  de  su  edu- 
cación continua,  de  su  literatura  y publicaciones  cien- 
tíficas, de  sus  seguros  para  proteger  su  práctica,  de 
todos  esos  detalles  costosos  esenciales  para  mantenerse 
al  día?  ¿Quién  quiere  médicos  malos?  Lo  barato, 
compañeros,  sale  tan  caro  que  no  puede  pennitirse 
en  la  salud.  No  se  nos  culpe  por  exigir  calidad.  ¿Sería 
justificable  tener  menos  salud  a menos  costo?  Ahí  está 
el  ahorro  que  ofrece  la  excelencia  y la  sabiduría  de  evi- 
tar los  baratillos  de  la  salud:  ¡que  examinen  los  críticos 
los  índices  de  las  enfermedades,  las  estadísticas  de  la 
mortalidad;  la  sobrevida  del  cáncer! 


El  examen  de  este  problema  tiene  que  ser  completo 
para  ser  responsable.  El  país  ya  no  tolera  medias  verda- 
des, distorsiones  deliberadas  y premeditadas.  Nuestro 
país  cuenta  con  una  profesión  médica  que  en  su  mayoría 
sirve  desinteresadamente  y sobre  todo,  protege  eficaz- 
mente la  salud  del  pueblo.  De  no  ser  así,  otro  sería 
el  estado  general  de  la  salud  en  Puerto  Rico.  Un  pro- 
fesional que  no  sirve  no  tiene  sentido  ni  es  profesional. 
El  adelanto  científico  es  hueco,  sin  conciencia  y capa- 
cidad para  llevarlos  a nuestra  gente. 

No  estamos  satisfechos.  En  muchos  médicos  de 
Puerto  Rico,  hay  algo  del  caballeroso  Hidalgo  de  la 
Mancha.  Diariamente  surgen  Quijotes  dispuestos  a 
luchar  contra  las  injusticias  sociales  y las  enfermedades 
físicas.  Aquí  los  médicos  hemos  nacido  para  servir, 
para  trabajar  y para  que  se  nos  honre  no  en  vida,  sino 
en  el  justiprecio  propio  de  que  cada  uno  — por  encima 
de  todo  — cumplió  con  su  deber  y está  tranquilo  con  su 
conciencia.  Quien  intente  distorsionar  nuestra  imagen 
demagógicamente  — no  importa  su  posición  — no  tendrá 
éxito  ante  la  barrera  profesional  de  aquellos  que  siempre 
han  cumplido  con  su  deber. 

En  esta  tierra  nuestra  el  derecho  a la  salud  se  cristaliza 
cada  día  más  con  el  avance  del  tiempo.  Y esta  institu- 
ción proclama  en  este  último  año,  que  casi  con  sentido 
quijotesco,  ha  ayudado  a acrecentar  y enriquecer  como 
una  realidad  el  derecho  a la  salud  de  que  disfrutan  todos 
los  puertorriqueños.  Hemos  hecho  la  parte  que  nos 
corresponde  a plenitud.  Esto  nos  satisface  y nos 
honra  a todos.  En  ese  empeño  seguiremos. 

Este  es  el  acto  final  de  mi  gestión  presidencial.  En 
atención  diligente  a la  honda  preocupación  que  com- 
partimos todos  por  los  costos  de  los  servicios  de  salud 
en  el  país,  he  solicitado  de  la  secretaría  de  la  Asociación 
Médica  de  Puerto  Rico  que  consulte  a todos  los  médicos 
asociados  y no  asociados  a nuestra  institución,  para  que 
se  expresen  en  cuanto  a la  alternativa  de  colegiarnos. 
Si  queremos,  como  es  nuestra  voluntad,  contribuir  a 
resolver  este  problema,  tenemos  que  buscar  una  fór- 
mula de  relación  profesional  que  nos  dote  de  poderes 
de  ley  para  enfrentarnos  con  eficacia  y con  controles 
legítimos  a este  cuadro.  Nuestra  profesión  interesa 
ser  su  propia  y primera  fiscalizadora  y en  ser,  además 
y más  importante  aún,  la  originadora  y promovente 
de  reglamentación  que  nos  pennita  ser  aún  más  útiles 
a nuestro  pueblo.  No  nos  interesa  — he  dicho  y deseo 
repetirlo  — que  quienes  no  tengan  la  competencia  ni 
la  experiencia  nos  dicten  pautas  de  cómo  debemos 
practicar  la  medicina  en  Puerto  Rico.  No  vamos  a per- 
mitir que  los  políticos  exploten  a nuestra  profesión. 
Esto  es  parte  de  nuestra  responsabilidad  y de  nuestro 
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deber.  Puerto  Rico  entero  debe  saber  que  su  profesión 
médica  no  cederá  ante  cualquier  menoscabo  a la  excelen- 
cia en  el  servicio  al  cuidado  de  su  salud  que  merece  y que 
con  nuestro  pueblo  exigimos.  Nuestra  única  prioridad 
y compromiso  es  con  la  salud.  Mientras  factores  ex- 
ternos a nuestras  consideraciones  institucionales  per- 


manezcan fuera  de  ella  seremos  vigorosos  en  nuestro 
cuidado  de  lasalud;  así  es  que  esta  atalaya  institucional 
seguirá  siendo  fuerte,  inexpugnable.  Puerto  Rico  se 
merece  aportaciones  grandes  y extraordinarias.  Se 
merece  lo  mejor  de  nuestro  espíritu. 


EDITORIAL 


Problemas  Médicos 

¡A  ROMPER  CON  LOS  TRADICIONALISMOS! 


Al  comenzar  un  año  nuevo  en  la  vida  de  la  Asociación  Médica,  debemos  analizar  nuestros  pro- 
blemas. ¿Cuáles  son  los  de  mayor  importandaY  Surgen:  el  alto  costo  de  los  servicios  de  salud,  la 
necesidad  de  motivar  a todos  nuestros  compañeros  asociados  o no  asociados,  a nuestra  Organización, 
para  continuar  su  educación:  el  auge  alarmante  del  uso  y abuso  de  las  drogas  y los  problemas  de 
identidad  de  nuestra  juventud. 

Analicemos  estos  problemas  con  detenimiento.  Es  motivo  de  gran  preocupación  para  todos  el  alto 
costo  de  los  servicios  de  salud.  Identificadas  están  las  causas:  adelantos  nuevos  en  la  tecnología  ya 
avanzada  con  sus  altos  costos;  medicinas  complejas  para  la  terapéutica;  mejor  preparación  de  todo 
el  personal  médico  y paramédico;  el  aumento  de  los  sueldos  de  los  empleados  hospitalarios;  sobrevida 
de  pacientes  con  enfermedades  complejas,  con  trauma  severo,  y quizás,  de  más  importancia  aún,  el 
progresivo  aumento  en  la  demanda  por  servicios  de  salud  de  parte  de  un  consumidor  más  exigente,  con 
mejores  recursos  económicos,  aleccionado  por  numerosas  fuentes  de  información. 

¿Qué  podettios  hacer  de  inmediato?  Podemos,  por  ejemplo,  dar  mayor  énfasis  a la  medicina  pre- 
ventiva. Olvidada  hasta  ahora,  surge  la  prevención  como  arma  eficaz  para  evitar  los  costos  excesivos 
de  curar  enfermos.  Es  ahora  el  momento  de  dedicar  suficiente  energía  a este  campo. 

('.onsideremos  al  enfermo  como  un  fracaso  personal  de  la  medicina  preventiva;  un  golpe  rudo  al 
individuo  con  consecuencias  serias  econé)micas  y personales  para  su  familia,  su  trabajo,  su  comunidad 
y por  ídtinio,  para  la  economía  del  país.  En  esto  urgimos  desde  ahora  la  cooperación  de  todos  los 
consumidores  de  servicios  de  salud  al  igual  que  todos  los  proveedores  de  senñcios. 

Interesante  resulta  el  cambio  en  terminología.  Ahora  todos  hablamos  del  ‘'consumidor  de  servicios 
de  salud’'  cuando  antes  nos  referíamos  a los  “pacientes”.  El  paciente  de  ayer,  la  persona  enferma,  da 
paso  al  consumidor  de  servicios  de  salud  de  hoy.  a la  persona  en  buena  salud  interesada  en  presenciar- 
la y reducir  al  mínimo  el  riesgo  de  una  enfermedad.  ¡Que  disminuyan  los  pacientes  y aumenten  los 
consumidores  saludables  de  servicios  de  saludi  Poco  cuesta  la  medicina  preventiva,  comparada  con 
el  costo  de  afrontar  la  crisis  con  cuidado  intensivo,  operaciones  costosas,  medicamentos  costosos 
y estadía  extensa  en  los  hospitales. 

Hablemos  con  franqueza.  El  costo  de  los  servicios  de  salud  ha  llegado  a un  nivel  crítico.  Causa 
verdadera  preocupación  a los  participantes  responsables  y ya  basta  el  hablar  sin  hechos.  Afrontemos 
la  oportunidad  histórica  que  se.  nos  presenta.  Tomemos  el  liderato  valientemente.  Hagamos  lo  ne- 
cesario. He  aquí  mis  metas: 

Evaluar  y aplicar  cuanto  antes  la  medicina  preventiva  en  todos  sus  aspectos  y dimensiones;  enfati- 
zar el  tratamiento  de  forma  ambulatoria  como  alternativa  a la  hospitalización  costosa;  exigir  la  pla- 
nificación articulada  de  la  evaluación,  diagnóstico  y tratamiento  del  paciente  una  vez  hospitali- 
zado; revisar  los  criterios  imperantes  en  la  administración  de  hospitales  y en  los  seguros  médicos 
existentes;  asumir  una  actitud  agresiva  para  la  orientación  y educación  del  consumidor  en  relación 
con  el  cuidado  de  su  salud  y el  uso  de  los  servicios  médico  hospitalarios;  utilizar  todos  los  recur- 
sos disponibles  tanto  públicos  como  privados  para  establecer  una  mejor  coordinación  de  ellos  y 
promover  una  mejor  distribución  geográfica  de  los  mismos:  estudiar  el  posible  uso  rutinario  de  medici- 
nas bajo  su  nombre  genérico;  apoyar  el  estudio  de  reclamaciones  legales  a proveedores  de  seriHcios 
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<lc  salud  (jua  conlleven  a la  indeseable  práclica  de  una  medicina  defensiva,  costosa  e indeseable^ 
y por  úllinio,  conlribuir  a la  delerniinación  de  cuáles  son  los  honorarios  razonables  para  los  pro- 
veedores de  servicios  de  salud. 

hn  todas  y cada  una  de  eslas  áreas  hay  infinidad  de  oporlu nidades  únicas  para  reducir  el  costo 
desproporcional  de  la  medicina. 

Los  (ionulés  de  lltilización  ya  establecidos  en  muchos  hospilales  y en  nuestra  propia  Asociación 
Medica,  serán  fortalecidos  para  aumentar  su  productividad  y su  efectividad.  Solicitaré  de  las  agen- 
cias gubernamentales  correspondientes  y de  las  agencias  de  servicios  médicos  preparados  su  par- 
ticipación eficaz  en  ellos. 

Lograr  eslas  nietas  será  una  tarea  dijicil.  Heipiiere  coordinar,  por  el  bien  del  país,  los  cinco 
componentes  principales  (¡ue  integran  el  amplio  campo  de  la  .salud;  el  consumidor,  el  médico, 
el  .sistema  hospitalario,  los  seguros  médicos  y el  sistema  gubernamental.  CuaUjuier  solución  ne- 
cesita de  la  buena  fe  y generosidad  de  cada  uno  de  estos  .sectores. 

(,ada  uno  de  los  cinco  integrantes  tiene  una  misión  f)ersonal isinia  ijue  cumplir,  pero  sólo  puede 
llevarla  a cabo  con  la  cooperación  de  los  otros.  De  otra  manera  estaremos  destinados  a la  frustra- 
ción y al  fracaso.  Con  carácter  urgente  propongo  (¡ue  el  Honorable  Gobernador  de  Puerto  Rico 
nombre  una  (.omisión  para  la  Lducaciém  en  .Servicios  de  .Salud  con  participación  efectiva  de  los 
cinco  componentes  antes  mencionados.  Tiene  que  responder  esta  organización  directamente  al 
Gobernador,  dada  su  e.x  trema  importancia,  para  lograr  su  meta  principal:  el  reducir  de  manera 
radical  el  costo  de  los  servicios  de  .salud  y garantizar  al  consumidor  la  libre  .selección  de  proveedores 
de  estos  servicios.  Somos  un  pueblo  de  firmes  creyentes  en  la  educación  y la  salud  no  es  excepción. 
Es  más  urgente  una  labor  educativa  de  la  integración  y utilización  eficaz  de  los  servicios  de  salud 
de  parte  de  estos  cinco  componentes  con  respon.sabilidades  específicas,  que  la  imposición  de  cual- 
quier sistema  experimental.  Durante  el  próximo  año,  la  .{sociación  Médica  de  Puerto  Rico  dedicará 
sus  energías  a la  educación. 

Examinemos  ahora  la  realidad  de  la  Ley  i\úm.  .56.  Al  presente  está  implementada,  y pobremen- 
te, en  algunas  instituciones  gubernamentales  del  país.  Debe  aplicarse  inmediatamente  también 
en  hospitales  no  gubernamentales,  y evitar  el  inevitable  desplazamiento  de  los  consumidores  médico 
indigentes  por  consumidores  que  pueden  pagar  por  los  servicios  de  manera  directa  o indirecta. 
Evitemos  que  una  ley  buena  se  convierta  en  fuente  de  injusticia  social.  Sabemos  que  la  ley  no 
apoya  competencia  de  instituciones  gubernamentales  con  la  empresa  privada  para  los  mismos 
servicios  de  salud.  Humanidad,  no  sistemas  legales,  justifican  la  existencia  de  programas  guberna- 
mentales de  salud  para  el  beneficio  de  ciudadanos  limitados  en  recursos  económicos.  La  Asocia- 
ción Médica  de  Puerto  Rico  continuará  apoyando  el  fin  del  sistema  dual  de  servicios  de  salud. 
¡Que  exista  en  Puerto  Rico  un  solo  sistema  al  alcance  de  todos  los  puertorriqueños  irrespectivo 
de  su  poder  adquisitivo  y su  condición  social!  ¡Lanzamos  el  reto! 

¡He  aquí  la  oportunidad  para  crear  hospitales  de  la  comunidad  y permitir  que  sea  la  comunidad 
responsable  de  su  funcionamiento,  con  la  ayuda  y orientación  del  gobierno;  orientación  catalítica 
y no  controladora! 

¿Son  en  verdad  los  servicios  médicos  prepagados  la  mejor  forma  para  enfrentarnos  al  alza  en  los 
costos  de  los  servicios  de  salud?  Este  es  el  momento  de  establecer  normas  sobre  este  importante 
asunto  y situar  la  perspectiva  de  nuestro  pensamiento. 

Primero,  el  gobierno  no  debe  ser  asegurador  de  servicios  de  salud.  Sí  debe  regular  y financiar 
las  primas  de  los  seguros  de  los  médicamente  indigentes. 

Cabe  asignar  a las  compañías  de  seguro  acreditadas  y reconocidas  por  ley  la  responsabilidad 
de  idear  diversos  planes  en  competencia  abierta  para  garantizar  la  libertad  de  selección. 

La  libre  selección  del  médico,  grupos  de  médicos  y del  hospital  debe  estar  presente  siempre. 
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Ims  enfermedades  catastr(\fícas  deben  estar  totalmente  cubiertas.  El  gobierno  debe  estimular  a que 
el  mayor  número  de  ciudadanos  esté  cubierto  por  algún  tipo  de  seguro  prepagado  pero  de  cubierta 
razonable  y que  garantice  la  salud  del  asegurado.  En  estos  seguros  no  debe  haber  exclusiones  ca- 
prichosas o irrazonables.  Los  llamados  planes  '"carabelitas”  tienen  que  desaparecer. 

Aunque  algunos  creen  que  nuestro  gobierno  no  cuenta  con  recursos  económicos  suficientes 
para  las  necesidades  de  salud  de  Puerto  Rico,  hay  quienes  establecen  niveles  de  indigencia  de  $5,000 
anuales  para  familias  de  cinco,  niveles  superiores  a los  recomendados  por  un  grupo  asesor  del  Pre- 
sidente Nixon,  y que  suman  a $3,600  anuales  para  familias  de  cinco. 

El  gobierno  debe  financiar  en  su  totalidad  los  seguros  de  salud  de  familias  con  ingresos  menores 
de  $3,600  al  año.  Las  familias  con  ingresos  mayores  a esta  cantidad  deben  aportar  al  pago  de  sus 
servicios  de  salud,  en  escala  ascendente.  Así  se  aliviaría  la  carga  económica  a nuestro  gobierno  y, 
en  adición,  mantendría  al  consumidor  consciente  de  su  responsabilidad  de  mantener  su  propia 
salud  en  buen  estado.  No  es  del  gobierno,  ni  del  médico,  ni  del  hospital,  la  responsabilidad  primaria 
de  mantener  la  salud  del  pueblo,  sino  del  propio  pueblo,  del  propio  consumidor.  Quien  quiere 
mantenerse  saludable  es  el  mejor  defensor  de  la  salud  pública. 

Para  asegurar  la  calidad  de  los  proveedores  de  servicios  en  Puerto  Rico,  la  Asociación  Médica 
participará  en  el  proceso  de  acreditación  de  hospitales  junto  a los  funcionarios  correspondientes 
Cjue  se  dedican  a estas  funciones.  Esta  es  responsabilidad  de  todos,  no  sólo  del  gobierno.  Atañe 
no  sólo  a instituciones  de  servicio  sino  a las  que  proveen  educación.  Aquellas  instituciones  que  no 
llenen  a cabalidad  sus  responsabilidades  deben  desaparecer. 

Merece  mención  especial,  ahora  mismo,  el  requisito  indispensable  de  evaluar  y tratar  al  paciente 
como  ser  integral  cjue  sufre  y padece,  que  tiene  en  muchas  ocasiones  la  responsabilidad  enorme 
de  sostener  una  familia,  que  tiene  que  cumplir  con  una  labor  específica  en  la  economía  del  país 
y (jue  recurre  a una  institución  de  salud  con  el  propósito  de  recuperar  y volver  a sus  funciones 
normales. 

La  relación  entre  el  médico  y el  paciente  debe  cubrirse  de  sentido  humano  y de  sensibilidad. 
El  paciente  no  es  una  enfermedad  más,  sino  un  congénere  que  sufre  y que  necesita  nuestra  ayuda 
por  encima  de  todo:  sobre  la  ciencia  está  el  ser  humano. 

Señalamos  ahora  algunas  fallas  en  la  Escuela  de  Medicina.  No  está  logrando  el  máximo  posible. 
Carece  de  programas  establecidos  para  educar  a los  futuros  compañeros  médicos  en  muchos  de  los 
problemas  relacionados  con  el  costo  de  los  servicios  de  salud.  Por  otro  lado,  se  le  han  negado  a 
nuestra  Escuela  las  facilidades  adecuadas  para  la  enseñanza  integral  exigida  por  nuestra  comunidad. 

Nuestra  Escuela  de  Medicina  merece  tener  su  propio  Hospital  Universitario  para  enseñar  dentro 
de  un  ambiente  verdaderamente  docente  y científico  sin  presiones  de  servicios  excesivos  como 
ocurre  al  presente.  Recomiendo  se  considere  la  dedicación  total  del  actual  Hospital  Industrial 
para  estos  fines. 

Reflejo  el  criterio  de  todos  los  miembros  de  nuestra  Asociación  al  afirmar  que  ayudaremos  gra- 
tuitamente a la  Escuela  de  Medicina  en  el  proceso  formativo  de  los  nuevos  médicos,  si  se  nos  per- 
mite. La  Escuela  de  Medicina  deberá  abrir  sus  puertas  a todos  los  médicos  del  país. 

El  Eondo  del  Seguro  del  Estado  puede  y debe  convertirse  en  una  agencia  de  seguros  por  acciden- 
tes del  trabajo  que  contrate  directamente  con  los  proveedores  de  servicios  bajo  la  libre  selección 
de  médico,  grupo  de  médicos  y hospital.  Creemos  que  los  trabajadores  de  Puerto  Rico  también 
tienen  el  derecho  a la  libre  selección  igual  que  la  disfrutan  los  ciudadanos  con  mejores  recursos 
económicos.  Esta  alternativa  sería  mucho  más  económica  al  Eondo  y recomendamos  su  imple- 
mentación  sin  demora. 

Debemos  asumir  responsabilidades  ante  el  problema  de  los  accidentes  de  tránsito.  Ya  no  po- 
demos tolerar  el  abuso  continuo  del  consumidor  por  personas  sin  escrúpulos  que  burlan  los  exá- 
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vienes  para  obtener  licencia  de  conductor  por  lucro  costeado  a expensas  de  inocentes  accidentados 
diariamente  en  nuestras  carreteras.  También  es  penosa  la  realidad  de  las  ambulancias  en  servicio. 
Son  poco  más  que  cajones  en  las  cuales  se  transportan  enfermos  bajo  condiciones  sub-liunianas  y 
atendidos  por  personal  inexperto.  ¡Cuántas  son  las  muertes  atribuibles  a estas  deficiencias!  Hay 
que  entrenar  adecuadamente  a este  personal.  Igual  atenciéjii  corresponde  a todo  el  mpiipo  médico 
y paramédico  en  todas  las  salas  de  emergencia  de  la  Tsla.  Atra.sados  estamos  en  la  aplicación  del 
helicóptero  equipado  y estratégicamente  distribuido  para  salvar  más  vidas,  en  sustitución  de  las 
ambulancias,  que  frecuentemente  quedan  atascadas  en  el  tráfico  inif>osible  de  nuestras  zonas  ur- 
banas. 

La  medicina  preventiva  exige  el  establecimiento  de  verdaderos  departamentos  de  educación 
física  en  todas  las  escuelas  de  Tuerto  Rico,  desde  los  grados  primarios,  con  la  Junción  primordial 
de  promover  la  salud  física  del  estudiante  y no  sólo  la  preparación  de  atletas  excepcionales  para 
beneficio  de  pocos.  Mente  sana,  en  cuerpo  sano. 

Nuestras  comunidades  merecen  tener  verdaderos  centros  de  salud  mental  con  programas  abar- 
cadores y bajo  dirección  de  personal  especializado.  ¿Es  justo  permitir  que  aquellos  desafortunados 
pacientes  con  enfermedades  mentales  estén  bajo  el  cuidado  de  personas  sin  entrenamiento  adecuado':' 
Contesto  un  no  rotundo. 

La  Asociación  Médica  de  Puerto  Rico  está  en  actitud  de  ampliar  sus  propósitos  con  el  fin  de 
cumplir  a cabalidad  con  sus  objetivos.  Carecemos  del  don  para  vivir  en  el  mañana,  pero  tenemos  que 
buscar  nuevos  caminos;  cultivar  la  insatisfacción  creadora;  romper  con  los  tradicionalismos.  Nuestro 
mundo  busca  nuevas  formas  de  afirmación  de  la  libertad  y de  la  democracia.  A nosotros  nos  toca  el 
gran  deber  de  afirmar  el  ejercicio  de  una  medicina  de  excelencia  en  un  mundo  de  democracia  y de  li- 
bertad en  todos  los  planos  y sin  limitaciones.  La  profesión  médica  puede  y debe  tener  sus  controles 
y reglamentaciones  pero  hay  que  ejercerla  en  libertad. 


Félix  S.  Vilella  Suau,  MI) 
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"Drug  research 
gives  me  the  tools 
that  save  lives," 


¥ 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  t\A/enty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicináis 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  ... 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibiUty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  hbido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
saUvation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcohohsm,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2ÍÍ  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
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